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Librium is now available in 
100-mg ampuls for parenteral ad- 
ministration. Librium Injectable 
provides prompt symptomatic 
relief of alcoholic agitation, delir- 
ium tremens, hallucinosis, schiz- 
ophrenic motor excitement, 
agitated depression, paranoid re- 
actions and drug withdrawal 
reactions. The parenteral route 
may be preferred for rapid con- 
trol of acute anxiety, hyperactiv- 
ity, hysteria, phobia and panic 
reactions, or other acute emo- 
tional disturbances where oral 
administration is impractical. 

Consult literature and dosage in- 
formation, available on request, 
before prescribing. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 
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THE STAFF OF ANY PSYCHIATRIC FACILITY— public or private 
hospitals for the mentally ill or deficient, university cen- 
ters, or mental clinics—must face the demands of medicine’s 
inescapable trinity: treatment, research, and training. 
These are realistic demands which must be met for the com- 
mon good. Yet, like an individual psychiatrist, a psychi- 
atric insitution can easily defeat the very ends it seeks to 
accomplish. Imbalance of activities, treatment spread too 
thin, superficial teaching, and poorly-financed frenetic re- 
search can divert it from the reality of its missions. Its 
ultimate goal—more knowledge about mental illness—is 
no closer. The consequent and justifiable disappointment 
of the public will isolate this hospital, its patients and 
their caretakers. History could repeat itself; psychiatric 
hospitals could be rejected by society and become snake- 
pits again. 

Relentless pressures for treatment will continue. Every- 
one has a potential for becoming mentally disturbed— 
children, adolescents, breadwinners, housewives, and grand- 
parents. Escorted by anxious relatives they come to our 
clinics, our hospitals, our private waiting rooms. Eager for 
help, they are confident that they will receive it. Too often 
we crowd their names onto a waiting list or put them into 
an over-populated hospital ward. 

We try to resolve our guilt feelings by all sorts of de- 
vices. We will treat only the very sickest patients, we say; 
or those with an acute disorder; or those who are the least 
sick and show the best chance of early recovery. What 
would we have lost if our colleagues in internal medicine, 
surgery, public health, pediatrics, etc., had elected to treat 
only the worst cases of malaria, gonorrhea, tuberculosis, 
and diphtheria, without regard for epidemiology? If they 
had not accepted their total responsibilities, we would not 
have mass immunization, preventive medicine, and vigorous 
public health departments. 

Narrowing our treatment goals is not the answer. In- 
stead we must face our responsibilities of meeting the actual 
needs of the public. We must understand that we face a 
massive public health problem and that without more 
knowledge, we can offer no hope of a smaller patient-load. 
We must accept the fact that the one-to-one relationship, 
historically basic to our specialty, is no longer adequate to 
meet all the needs. 

What can hospitals do in this seemingly insoluble 
dilemma? Some have already found workable techniaues. 
Butler Hospital in Rhode Island, for instance, utilized 
traditional public relations techniques in conjunction with 
an integrated program of in- and outpatient services com- 
bined with day-hospital and home-service treatment, at the 
same time carrying out an active. staff-training and research 
program. In Georgia, three general hospital units have been 
designated as facilities to which state-supported patients 


may be sent, thus keeping them close to their homes and at 
the same time affording early intensive treatment and fol- 
low-up service after discharge. In Washington, D. C., the 
District Branch has provided, with funds appropriated by 
Congress, an-emergency psychiatric service for low-income 
patients, whereby private psychiatrists visit on a contract 
basis when an acute psychiatric emergency occurs. They 
refer the patient to a suitable facility. Boston State Hospital 
has recently initiated a similar program; a group from 
California reports on the first four months’ operation of a 
psychiatric emergency service; New York City boasts of 
several experimental programs along similar lines. 

As to increasing our public knowledge about problems 
of mental disorders, we must realize that there is not likely 
to be any one major “breakthrough.” No one answer can 
fit all the questions. Psychiatric problems are too complex, 
their etiology too obscure, their nosology too indefinite. 
But each small item of information dredged up in the 
biochemical laboratory and the controlled-ward study, or 
evident in evaluated clinical results and investigations of 
family life and pressures, adds a little to our total picture— 
and temporarily to our immediate burden. Remember the 
great euphoric swell when the new drugs proved effective? 
Yet we quickly found that we needed more, not fewer, 
skilled professionals to consolidate the quickly achieved 
but fleeting gains. 

This brings us to the final major dimension of our 
responsibility—to seek a solution to the manpower crisis 
in our ranks by educating the coming generation of psy- 
chiatrists. And this is not all. We must spend enough time 
and effort in the training and developing of the para- 
medical specialists who play such an important part in the 
treatment of psychiatric illness. Unless we give more than 
lip service to this need, we run the risk of alienating our- 
selves from the very people we need so badly. As a corol- 
lary, some of our precious time must be devoted to continu- 
ing supervision, which is, after all, a form of post-graduate 
teaching. 

The final report of the Joint Commission on Mental 
Illness and Health spells out some reasons why society re- 
jects its mentally ill. I submit that this rejection is a social 
as well as an individual phenomenon which psychiatrists 
and psychiatric hospitals have helped to reinforce. Our 
deeds, not our words, are needed to break this pattern. 
Already a few imaginative and adventurous programs in- 
dicate the beginning of a trend which can bring us back 
into the market place to meet genuine psychiatric needs. 


Wed, 


Dr. John M. Cotton talks with patient, as attending internist makes A resident interviews a patient; a senior psychi- 
physical check after EST. Most accepted treatment modalities are used. atrist on attending staff acts as his consultant. 


The Function of a Psychratric Servoue 


A cheerful chess game plays a part in treatment and 
training; the graduate nurse encourages the student. 


i The relaxed environment of the playroom is used for 
interviews with children visiting outpatient clinic. 
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No re«l patients are shown in these pictures. 
Hospi‘. personnel acted as “models.” 


Working with clay is easier than remodeling a life 
pattern; the OT has a hand in both endeavors. 


im a General Hosfntal 


N JANUARY I, 1955, Saint Luke’s Hospital in New 

York City opened a complete psychiatric service 
that included a 29-bed inpatient unit. From the be- 
ginning the unit was closely integrated, structurally 
and functionally, with community services offered by 
our voluntary general hospital medical center. I would 
like to review this six-year experience and what it has 
meant in changing the pattern of patient-care, increas- 
ing the potential for training psychiatric and mental 
health personnel, and opening up opportunities for 
hospital participation in community preventive psy- 
chiatry and mental health efforts. 

The psychiatric service includes inpatient and out- 
patient services, a children’s clinic, and a department 
of community relations. Administrators of the service 
encourage research, and each division participates in 
training professional personnel. 


Admissions are Acutely Ill Patients 


The inpatient division, which is the principal one 
discussed in this paper, contains one-, two-, and four- 
bed rooms. Because of architectural difficulties, the 
entire floor is locked, but we have discovered that, 
ideally, two thirds of the division should be open and 
one-third locked. At the beginning, we made two arbi- 


Attending psychiatrist holds daily staff meeting: residents, grad- 
uate and student nurses, aides, social workers, OT’s usually come. 


By JOHN M. COTTON, M.D. 
Director, Department of Psychiatry 
St. Luke’s Hospital 

New York, New York 


trary decisions that strongly influenced the whole oper- 
ation. First, when the hospital administration granted 
us control of psychiatric admission, we established 
preference for acutely ill psychiatric patients whom we 
expected to respond to therapeutic techniques in a 
relatively short time. We have not violated our 90-day 
maximum treatment period more than six times in as 
many years. Second, we decided that not more than 
two thirds of the inpatients would be private patients. 
It would have been easy and financially rewarding to 
fill the beds with the private patients of our attending 
psychiatrists, but we believed that this would have 
compromised our resident training program and our 
obligations to our community. 


Psychiatric Service Integrated with Others 


Of course, psychiatric units in general hospitals 
are nothing new. Some of the oldest ones have been 
parts of general hospital teaching centers, but almost 
always they were attached to rather than integrated 
into the general hospital structure and function. Their 
organization generally followed that of the traditional, 
isolated asylum, with closed staffs who had little con- 
tact with the medical staff of the community. 

At Saint Luke’s, we have tried to make the psychi- 
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atric service as much like the other clinical services as 
possible. An open staff of attending psychiatrists may 
admit and care for their private patients; they also 
take regular turns of duty and directly supervise “serv- 
ice” patient-treatment and the training of residents. 
We do not have a separate record room; charts follow 
the established hospital form, with elaboration or dele- 
tion where necessary. Daily, all members of the staff 
enjoy close professional and social contact with col- 
leagues in the other services. They freely request and 
receive consultations. 

Obviously, we had to control admissions, so we 
established definite priorities. We always admit gen- 
eral hospital inpatients who develop emergency psy- 
chiatric conditions—even if we must put up an extra 
bed. Emergency psychiatric conditions affecting per- 
sonnel of Columbia University or other closely related 
community agencies have highest priority. Our out- 
patients or those referred by educational, social, or 
religious institutions come next. The private patients 
of our attending staff have lowest priority. We do not 
admit alcoholic or addiction cases on a service basis, 
and accept chronic, recurrent mentally ill patients only 
when it is necessary to hold them until we can arrange 
for long-term treatment elsewhere. We frequently ad- 
mit arteriosclerotic and senile patients for careful diag- 
nostic study and a trial period of intensive treatment 
before we refer them for long-term care. 


Attending and Nursing Staff Practices 


Following the hospital’s pattern, our service has 
three levels for attending staff: assistant, associate, and 
full-attending. At present, 29 attending staff members, 
beginning with clinic assistants, have courtesy privi- 
leges. Full-attending psychiatrists are members of the 
hospital’s medical board; those who are beyond the 
mandatory retirement age continue their hospital as- 
sociation as consulting psychiatrists. All attending 
staff members, except consultants, must contribute six 
hours of professional service to the hospital each week 
in order to be recommended for annual reappoint- 
ment. 

The nursing department is the most important 
one in maintaining the high standard of patient-care 
in the inpatient division. It has 27 members—12 
graduate nurses and 15 nurses’ aides. The aides, who 
have proven their worth, must take formal on-the-job 
training and, when able to pass an examination, are 
promoted and receive pay comparable to that of a 
practical nurse. We treat these aides as professionals, 
and they participate regularly in morning rounds and 
staff conferences. Half of them have been with us from 
the beginning and are experienced, valuable members 
of the team, compensating in large measure for the 
very serious shortage of nurses. 

We have the largest nursing staff for our patient- 
capacity in the entire hospital. This is necessary be- 
cause: (1) 75 to 90 per cent of our patients are ambu- 
latory, and the nursing staff's primary responsibility 
is to maintain a consistent milieu for them in accord- 


ance with the doctors’ directions; and (2) we find it 
wise to discourage private nurses and do not allow 
them in the unit except to care for patients requiring 
extra attention because of serious physical illness. A 
nurse who is unfamiliar with our routines and meth- 
ods can be more bother than help, and most private 
nurses who have had little or no experience with psy- 
chiatric patients quickly communicate their obvious 
anxiety or uncertainty to the patients. 

Two social workers give valuable help in main- 
taining close contact with patients’ homes and in 
manipulating troublesome social and domestic factors. 
A psychologist is available for psychometric testing. 
An occupational therapist completes our professional 
staf. The OT program is very useful, but we have 
altered standard techniques to meet the needs of short- 
term patients. 

Factors mentioned above have influenced treat- 
ment methods which are most commonly used in our 
type of setting. Eight of our senior staff members are 
psychoanalysts, but classic analytic techniques obvious- 
ly are not appropriate for our patients. We take special 
care during diagnostic studies to set long- and short- 
term goals. The residents receive consistent guidance 
in appropriate psychotherapeutic techniques for 
achieving short-term goals during the patient's hos- 
pitalization and for going on to long-term goals, after 
the patient’s discharge, in the outpatient department. 


Analysis of Diagnoses and Results 


A large number of our patients suffer from acute 
depression and acute psychotic disorganization, and 
we still find that electroshock is the most reliable so- 
matic treatment for 35 to 40 per cent of them. We have 
used all the drugs and therapies. Tranquilizers are 
genuinely helpful in many cases and are useful ad- 
juncts to psychotherapy because they make it easier 
for patients to adjust to a strange environment and to 
accept the supportive psychotherapy so many of them 
need at first. 

Between 1955 and 1961 we admitted 2,487 patients 
with “ye following diagnoses: 

Schizophrenia 31% 
Psychoneurosis 

Depressive Reactions 

Chronic Brain Syndrome 

Personality Disorders 

(including alcohol and addiction) 

Acute Brain Syndrome 

Without mental disorder 

The percentage of depressive reactions may seem 
low for an acute service, but we list psychoneurotic de- 
pressions and reactive depressions under psychoneu- 
rosis. We include schizo-affective disorders under 
schizophrenia. We made the interesting discovery that 
more than 10 per cent of our patients had a primary 
somatic illness, although their admission diagnoses 
were primarily psychiatric. Our rich variety of diag- 
nostic problems offers stimulating training opportu- 
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niti - for residents—obscure brain tumors, a variety 
of n--tabolic disturbances and, recently, a woman in an 
acu'-ly confused state (diagnosed as psychiatric by 
her »hysician) who actually had serious electrolyte im- 
balances secondary to a fecal impaction and partial 
.ction. 

‘he following condensed table indicates the re- 
sult: of our operation: 


Patients admitted per year 450 
Average length of stay 20 days 
Per cent of bed-occupancy 85% 
Disposition 

Returned to community 87% 
Transferred to other hospitals 8% 
Transferred to other services 4% 
Deaths 1% 


These startling figures show that we are treating 
psychiatric patients for less than three weeks and re- 
turning 87 per cent to their homes. Admittedly, our 
policy of limiting admissions to acute illnesses has 
something to do with these results. But more impor- 
tant to our success is the atmosphere of enthusiastic 
optimism that pervades the ward. We emphasize to 
each patient that his illness is treatable and that his 
absence from the community is temporary. Perhaps, 
long hospitalization—so often considered necessary 
in the past—removed the patient from his commu- 
nity, his job, and his home so successfully that it subtly 
interfered with his motivation for recovery and dis- 
charge. 


Analogy with Military Psychiatry 


We do not believe that we have cured these pa- 
tients in 20 days and we follow them after discharge 
for varying periods—sometimes for many months. But 
we do think our results indicate that prolonged hos- 
pital care is unnecessary for many psychiatric patients, 
especially in hospitals that strive to return the patient 
to his community as soon as possible and provide ade- 
quate facilities for outpatient follow-up. 

During World War II, less than 5 per cent of 
the psychiatric combat casualties evacuated to the rear 
echelons returned to full duty. The general policy 
was to evacuate these cases to the interior for defini- 
tive treatment. The patient’s loss of contact with his 
unit, where his strongest loyalties and feelings of per- 
sonal obligation were rooted, so undermined motiva- 
tions for return to combat that few of the men recov- 
ered sufficiently to go back. All types of treatment 


1Dr. Grinker, chairman of the Department of Neurol- 
ogy and Psychiatry at Michael Reese Hospital, Chi- 
cago, Ill., served in the U. 8. Army Air Force, 194246, 
and was author (with J. Spiegel) of Men Under Stress. 
Dr. Hanson, who was with both the Canadian and the 
U. S. Army Medical Corps, 193946, is author of Bulle- 
tin 2 on Combat Psychiatry. He is now in private prac- 
tice in New York and also is Consultant to the Sur- 
geon General, U. S. Army. Dr. Kelley, now deceased, 
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failed when used at centers far removed from the unit. 

The efforts of Drs. Roy Grinker, Frederick Han- 
son, and Douglas Kelley! demonstrate that the simplest 
techniques of sedation and ventilation were effective 
when used promptly in a setting close to the patients’ 
combat organization. In the Korean War, Colonel 
Albert Glass? established small centers for intensive 
psychiatric treatment in front of regimental aid sta- 
tions which had direct contact with the combat units; 
the rate of stable return to full duty was consistently 
better than 70 per cent. 

Of course, our problems are quite different in a 
community psychiatric facility, but there is, perhaps, 
an analogy. We realize that many patients with se- 
vere, deeply rooted psychiatric illnesses will continue 
to require long-term treatment in special centers. We 
also believe that some of these patients can be kept 
functioning on a reduced but useful level when treat- 
ed in their home communities. We are convinced that 
the less severe reversible psychiatric illnesses are spared 
much morbidity by being treated early and in the pa- 
tient’s own community; financially and in terms of 
morale, the savings for the patient and community 
are very great. 


Residency Program Augmented 


Saint Luke’s inpatient psychiatric unit offers a full 
three-year program in resident training. The rich and 
varied clinical material, the opportunities to consist- 
ently supervise patients in and out of the hospital for 
long periods, the possibility for further experience in 
the children’s service and community service clinic, 
and the close contact with other medical specialties in 
an active teaching hospital all contribute toa busy and 
rewarding program. However, we have felt that this 
is not enough, principally because of lack of contact 
with chronic psychiatric illness. Therefore, we have 
arranged for residents to spend almost a full year of 
the training period in affiliated teaching institutions 
that afford first-hand experience in and knowledge of 
chronic mental illness. 

We believe that the integrated psychiatric service 
in a general hospital is a valuable new health resource. 
It does not replace present psychiatric facilities, but 
as an adjunct, makes a valuable contribution to the 
community and to the patient in offering early ag- 
gressive treatment for the mentally ill near their 
homes. It certainly should be a helpful new instru- 
ment in combatting the staggering and growing prob- 
lem of psychiatric morbidity in this country. . 


was with the U.S. Army Medical Department, 194247, 
and was active in the European Theater and later at 
the Nuremburg trials. 


2Colonel Glass has written a number of articles on 
combat psychiatry and has held several posts as psychi- 
atrist or consultant in the U. S. Armed Forces. Cur- 
rently, he is Consultant in Psychiatry in the Office of 
the Surgeon General of the U.S. Army. 
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By LEQPORD 

Director vof Psychiatry” 


SYCHIATRY IS NOT ONLY A BASIC MEDICAL SCIENCE 
P and a field of therapeutics, but also a proper 
branch of public health and preventive medicine. In 
this frame of reference, it is only natural for general 
hospitals to serve their communities by becoming 
nodal points of preventive medicine and public health 
functions in psychiatry. That is why we set up our 
Comprehensive Community Psychiatric Program at 
City Hospital to reach key community figures and 
make them more aware of psychiatric problems and 
how to deal with them. 

City Hospital is a general hospital of 1,000 beds. 
The psychiatric department has 145 beds, 12 full-time 
staff psychiatrists, 15 residents, 10 full-time psycholo- 
gists, six social workers, recreational personnel, etc. 
At present, the active components of our community 
psychiatric program include a Trouble Shooting Clinic 
and separate psychiatric seminars for general practi- 
tioners, chaplains, guidance teachers, and lawyers. 

e The Trouble Shooting Clinic—I initiated this 
clinic in October 1958. It is supervised by David 
Lehine, M.D., and designed to offer first-aid to persons 
suffering from emotional problems. However, unlike 
the ordinary emergency room, it is not limited to 
urgent crises; we encourage its use as a counseling 
center. 

We want to teach our population that to deal 


*Condensed and revised version of a paper published 
in The Journal of the American Medical Association, 
174:2214-2217, Dec. 31, 1960. 


with more or less minor disturbances is often the 
soundest way to avert potentially serious difficulties. 
We constantly observe how unrealistic laymen’s no- 
tions are of physical illness, legal problems, marital 
relations, and any number of relatively superficial 
tensions and anxieties. We want people to know that 
there is a place where they can receive competent in- 
formation about these things. The Trouble Shooting 
Clinic is such a place; anyone may walk in and simply 
talk things over. The clinic offers on-the-spot treat- 
ment for troubled feelings caused by the vexing, ordi- 
nary problems of everyday life. 

At first, the clinic was open only two evenings 
and one morning a week, but now operates 24 hours 
a day. Except for emergencies, it serves only the 
indigent. 


Intake Psychiatrist Makes Appropriate Referrals 


A full-time staff psychiatrist acts as intake officer 
for all patients who come to our Mental Hygiene 
Clinic (of which the Trouble Shooting Clinic is a 
special but integral part). He records his immediate 
impressions of the patient and makes suggestions for 
handling the case. He may refer the patient to the 
Trouble Shooting Clinic, to the regular Outpatient 
Clinic for longer treatment, to the Inpatient Service 
or other medical clinics for further diagnosis, to the 
clinic psychologist, or to a social worker for case work 
or direction to other services. 

If the intake officer thinks that the patient will 


a 


| 
AG Clicrad bos pita | 
— 
( 
I 
i 
g 
t 
a 
t 
0 
i 
0 
d 
t 
d 


the 
ties. 

no- 
rital 
icial 
that 
t in- 
ting 
nply 
reat- 
ordi- 


ings 
ours 
the 


fficer 
riene 
is a 
liate 
for 
the 
tient 
rvice 
» the 
work 


will 


Psychologists give diagnostic tests (above) in inpatient and 
outpatient services; they also take part in seminars for GP’s. 


be able to cope with his problem after a maximum 
of three to five visits, he refers the patient to the 
Trouble Shooting Clinic where the staff has been 
trained in special techniques for giving brief psycho- 
therapy. Therapy varies widely—all the way from 
judicious “cathartic” drive-content interpretations to 
modifications of defense or manipulation of environ- 
mental circumstances. The approach is flexible and 
determined solely by what will be most constructive 
and most likely to lead to a quick and better re-struc- 
turing of patient and situation. 

To date, the Trouble Shooting Clinic, which has 
handled over 3,000 cases, has been successful in finding 
acceptance and usefully serving the community. 

e The Psychiatric Seminar for General Practitioners 
—This is supported by a U.S. Public Health Service 
grant, and directed by me. Twenty-two general prac- 
titioners are currently participating in the second 
course. It is a well-established fact that patients con- 
sult the GP for latent emotional difficulties almost 
as often as they do for physical symptoms. Therefore, 
the physician is often the first to have the opportunity 
of recognizing a psychiatric disturbance. Since he is 
in a position to prevent such disturbances from getting 
out-of-hand, he should be one of the first lines of 
defense against mental illness. Our seminar endeavors 
to help the GP function with greater psychiatric un- 
derstanding by acquainting him with basic concepts 
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and methods of dealing with some of the psychiatric 
aspects of physical illness. 

A staff social worker familiarizes the participating 
physicians with community resources. The chief psy- 
chologist introduces them to psychological diagnostic 
work. Finally, we permit interested and particularly 
well-suited doctors to observe and then to practice 
supervised brief psychotherapy in the clinic. The 
object of this experience is to further sensitize the GP 
to the psychodynamic process in patients. 


GP Receives Practical Experience 


Together, a staff psychiatrist and GP trainee see 
a new patient in the Trouble Shooting Clinic. The 
psychiatrist does the interviewing; the trainee listens. 
If the psychiatrist thinks that the patient is suitable 
for further therapy by the trainee, he lets the latter 
conduct the second interview, but remains present 
himself. At the third session and thereafter, the GP 
conducts the interviews alone. (For the purpose of 
the training program, patients are seen more often 
than the usual three to five times.) The trainee re- 
ports his interviews later to the staff psychiatrist. 

This method of supervised psychotherapy is quite 
reliable because the psychiatrist has first-hand knowl- 
edge of the patient; it permits the trainee to observe 
the initial steps and the supervisor to participate in the 
trainee’s first venture. The trainee may be as old, 
if not older, than the staff psychiatrist, and the patient 
is not apt to feel that he has been turned over to a 
junior therapist. 

Naturally, the course also includes discussions 
about tranquilizers, problems of psychiatric diagnosis, 
hypnosis, and a wide variety of other topics. 

e The Psychiatric Seminar for Chaplains—A num- 
ber of ministers, priests, and rabbis attend this seminar 
which is directed by Ernest Hammerschag, M.D., and 
Gabriel DelaVega, M.D. Since some of the partici- 
pating chaplains are attached to the Department of 
Hospitals, the seminar has led to increased use of 
their resources in the therapeutic management of 
medicosurgical patients as well as psychiatric ones. 
One of our main objectives is to help the chaplain 
recognize and differentiate between a person’s psychi- 
atric and religous problems and to encourage a visit 
to the psychiatrist when indicated. 

e The Teachers’ Consultation Service—Communi- 
ties and schools urgently need more extensive psychi- 
atric services for handling the problems of children. 
This motivated us to organize the teachers’ service 
which is supervised by Alexander Schusdek, M.D. The 
aim of the service is to make school personnel more 
perceptive, psychiatrically, and more effective in uti- 
lizing the community’s resources. 

Frequently, psychiatric referrals coming through 
the school system are inappropriate or inadequate— 
student or parent is insufficiently prepared for the 
referral, or the school has not obtained significant 
information. Indeed, in many instances, the referral 
should not be made at all. We believe that a more 
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psychiatrically alert school personnel might be instru- 
mental in spotting embryonic disturbances, the serious 
nature of which might not otherwise become manifest 
for many years. 

In our seminar, one guidance teacher presents the 
problem of a particular student each week. The stu- 
dent’s classroom teachers also attend the meeting. The 
entire group participates in the discussion, which 
broadens their psychiatric knowledge and understand- 
ing. 

e The Seminar for Lawyers—We originated this 
seminar, which is directed by Milton Malev, M.D., 
because many matters brought to an attorney's atten- 
tion have emotional or psychiatric undertones. The 
sound settlement of many seemingly cut-and-dried 
legal problems require a great deal of psychological 
understanding. In divorce, for instance, arrangements 
all too often fail to include cognizance of children’s 
current and future emotional needs. The practice of 
criminal law involves many serious psychiatric con- 
siderations. We believe that the attorney can func- 
tion best when, psychologically, he understands the 
case in point and the quality of his emotional rela- 
tionship with his client. 

These, then, are some of our means of reaching 
out into the community. In addition, we are working 
out plans for a routine psychiatric examination of 
children because early recognition of emotional tur- 
moil frequently arrests a more serious condition. We 
hope to develop a technique that will be brief enough 
to be included in regular pediatric checkups. This 
will not be easy. Such an examination must include 
family diagnosis and, sometimes, family involvement 
in treatment plans or actual treatment in order to 
avoid or abort incipient psychiatric problems. 


Projected Service for Parents 


It seems reasonable to us that psychiatric con- 
sultation during the earliest pathological parent-child 
interactions could become a valuable instrument in 
screening and handling mental disorders. These con- 
sultations also could provide the groundwork for a 
long-term longitudinal study of both normal and 
pathological child-parent interrelations and develop- 
mental problems. 

Although it is not yet underway, the over-all plan 
for our School for Parents is well-defined. It will 
have two distinct parts. The first, essentially didactic, 
will consist of courses in basic information concerning 
the emotional development of children at different 
age levels. The second will be round-table discussions 
of group-therapeutic structure in which parents can 
express some of their own problems. We will group 
parents together who have children of comparable 
ages. When we discover parents whose children need 
special attention, we will refer the children for indi- 
vidual care. 

In order to bring psychiatry to the hospital com- 
munity, we have a staff psychiatrist who acts as liaison 
officer to all other services in the hospital. He is avail- 


able for consultations and presents psychiatric view- 
points when they are necessary in the management 
of various patients with medicosurgical problems. We 
hope that soon every hospital which is big enough to 
have a medical-surgical emergency clinic will have at 
least one psychiatrist available to deal with emotional 
emergencies as well. 

We are also operating a Psychiatric Consultation 
Center for physicians, directed by Stanley Brodsky, 
M.D. It functions like a clinical conference. At each 
weekly meeting, one or more physicians present for 
consultation the psychiatric and emotional aspects of 
current cases. For example, discussion might center 
on emotional problems and implications of long-term 
treatment in an orthopedic case, the emotional aspects 
of a cataract removal, or the intractable intestinal 
pains of a menopausal woman. The conferences are 
flexible so that physicians may attend every meeting 
or choose to drop in on those which interest them 
most. 

These projects are the main parts of our Com- 
prehensive Community Psychiatric Program. But we 
also have a continuing interest in the rehabilitation 
and reintegration of hospital-discharged patients when 
they return to the community. 


Various Other Service Plans 


We are in the process of organizing a variety of 
other services. One will be a psychiatric seminar for 
all kinds of hospital employees, including reception 
desk clerks. Stanley Schulman, the hospital's assistant 
administrator, suggested this program after he over- 
heard a receptionist ask an inquiring relative, “Was 
he discharged or did he die?” Such a remark does 
not contribute to the ease of relatives or patients, and 
we believe that even elevator operators need to be 
aware of the effect they can have on the total atmos- 
phere of the hospital. 

Alonzo J. Beavers, M.D., former director of our 
Trouble Shooting Clinic and now associate director of 
the hospital, orginated another service idea. He has 
suggested that we have a psychiatric seminar for de- 
tectives and policemen, similar to the seminars for 
teachers and chaplains. It would deal with psychiatric 
aspects and understanding of daily problems, empha- 
sizing the law enforcement officer’s own problems in 
simultaneously representing authority and the public 
servant. 

The psychiatric arm of any hospital assumes a 
sociological function in our world of “lonely crowds.” 
Our Trouble Shooting Clinic and the key figures in 
our community who have acquired some psychody- 
namic understanding can often perform the functions 
of friend, neighbor, family doctor, or even of the 
closely knit family that is disappearing in our swiftly 
changing technological society. We hope that the 
clinic and our other programs will suggest ways for 
the psychiatric departments of many more general 
hospitals to serve the community as the much-needed 
foci in preventing and curing mental illness. . 
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V. Despite Fragmentation of 
Psychiatry and Unscientific 
Approaches to Research, all 
Hospitals can Glean Vital 
Information through 


Patient-focused Investigations. 


MIL KRAEPELIN FOUNDED the world’s first Research 
Institute of Psychiatry, the Forschungsanstalt of 
Munich in 1920, when alienists were concerned with 
simple custodial care of a relatively small segment of 
the population. Today the psychiatrist is hard put to 
control the colossus of psychological medicine organ- 
ized to meet the needs of thousands of patients. Yet 
he is no empire builder. 

The diversification of the psychiatrist’s clinical 
interests, inside as well as outside the newly unlocked 
doors of mental hospitals, has been forced upon him 
by the demands of society. He finds himself involved 
in politics, in cold-war strategy and hot-war tactics, in 
the speculations of philosophers, in industry and ad- 
vertising, in space-age medicine, and in the psycho- 
physical relations of general medicine. His “basic 
sciences” of psychology, neurology, and neuropathol- 
ogy have expanded to include sociology, anthropology, 
ecology, biochemical as well as epidemiological genet- 
ics, neuro- and psychophysiology, pharmacology, bio- 
chemistry, and a host of others. 


Today’s Psychiatrist—All-Purpose Expert? 


Almost all the life sciences and philosophies con- 
cerning human and animal mind-body interrelation- 
ships are deemed proper to the psychiatrist’s expertise 
—even the relationship between man and the universe, 
now that religion has been forced into the band- 
wagon of progress! (25,7) By some adaptation of Park- 
inson’s law, the horizons of psychiatry, if not of the 
*This paper is one of a series sponsored by the Pro- 
gram Committee for the 13th Mental Hospital Insti- 
tute. The Institute discussions are to be based upon 
Action for Mental Health, the final report of the Joint 
Commission on Mental Illness and Health, which con- 
tains important recommendations on research. 


Psychatry at 


the Crossroads 


By JOHN W. LOVETT DOUST, M.B., 
MRCP (London) , FRCP (C) 

Associate Professor of Psychiatry 

University of Toronto, Canada 


individual psychiatrist, have been so extended and 
refracted that today’s young psychiatrist sees a mirage 
of competence, concern, and acceptance in regard to 
these disciplines. 

The late E. B. Straus of London used to tell his 
medical students, “Psychiatry is the other half of medi- 
cine.” Perhaps the great broadening of psychiatric 
interests is but a reflection of the mid-century expan- 
sion of scientific and especially medical scientific 
knowledge. The internist has moved away from the 
bedside and into the laboratory, implicitly assuming 
that now all the syndromes have been adequately de- 
scribed. In psychological medicine, too, the era of pro- 
lific syndrome description is past. It seems to have 
been replaced by a nosophobia as frustrating to scien- 
tific classification as it is confusing to our colleagues. 


Divorcement of Psychiatry from Medicine 


Modern psychiatry is accustomed to change. After 
a centuries-long Age of Apprehension, Esquirol led 
our specialty into an Age of Humanitarianism, which, 
at the turn of the century, was replaced by an Age of 
Adventure. Psychiatry then entered the Age of Analy- 
sis, and today seems to be hurling itself with terrifying 
momentum into an Age of Despair. Until recently, 
the psychiatrist could at least feel secure in his claim 
to medical kinship with other colleagues in the experi- 
ence and practice of medicine. But today psychiatry 
has robbed itself of scientific authority because its 
practitioners have failed to meet the criteria of agree- 
ment necessary for validation, reliability, and accurate 
prediction and expectation. It is burdened by splinter 
schools of thought, each clamoring for recognition as 
the exclusive possessor of truth. It is embattled and 
challenged by charlatans and mystics, eschewed by 
other medical fields as obscurantist and unintelligible, 
and feared and rejected by the man in the street. 
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Seemingly, we have failed to reckon with the ero- 
sion of our specialty by our paramedical colleagues and 
with the growing dissatisfaction and disharmony with- 
in our own ranks. 

Recently Michael Balint (5) drew a distinction 
between “scientific or hospital medicine” and “the 
other kind of medicine” which is to attempt “not so 
much diagnosis in precision as diagnosis in depth.” 
Its criteria would be “whole person pathology” and its 
main task “to understand the meaning for the person 
of the complaints and illnesses that he offers to his 
doctor.” The aim of its (psycho) therapy will be “to 
enable the patient better to understand himself.” 

Derogation of psychiatry to second-class medicine 
is a sufficient blow, but it is a minor contusion com- 
pared with an attempted mortal wound recently inflict- 
ed by another psychoanalyist, Thomas Szasz (26), who 
enters the joust with a relentless attack on the medi- 
cal basis and framework of psychiatry. He systemat- 
ically destroys what he regards as the shibboleths of 
the pseudomedical traditions of psychiatry, pleading 
that psychotherapy is designed to help people learn 
about themselves and about life in general—not to 
recover from an illness. Psychiatry and its tools, Szasz 
claims, have as little relation to scientific medicine as 
mental illness has to a “disease process.” 

These attacks come hard upon a systematic if spe- 
cious attempt by Kruse (18) to show that there is more 
agreement than otherwise between the life sciences 
(both medical and paramedical) and psychiatry and 
the problems of mental illness, plus an argument by 
Engel (14) that grief has all the medical characteristics 
of a disease and should, therefore, be considered sui 
generis as such. Together, these arguments throw light 
upon the nature of the controversy raging around the 
meaning of psychiatry and its responsibilities within 
or without medical science. Even the education of 
medical students and psychiatric trainees has felt the 
impact, as illustrated by two recent appointments of 
an anthropologist in Great Britain and a physiologist 
in the U. S. to chairs of psychiatry in university de- 
partments. 


What Becomes of Scientific Realism? 


During a jeremiad before the Third World Con- 
gress of Psychiatry, Jules Masserman (20) claimed that 
few significant advances have been made either in bet- 
ter understanding or in treating psychiatric patients. 
In his view “no one has demonstrated that any other 
method can in the long run surpass Esquirol’s humane 
treatment at Bicétre which cured one third and im- 
proved another third” of the patients. Current thera- 
pies, he claimed, have little lasting effect and only 
slightly augment spontaneous recovery rates. 

If we agree with Masserman’s further claims that 
“man’s fundamental terrors are abhorrence of physical 
injury and death, uncertainty as to the reliability of 
his alliances with his fellows, and fear that he may be 
little more than a cosmic triviality” we may also be 
tempted to commend the tripartite role he postulates 


for the physician: the medical scientist who will ex- 
plore and treat physical ills; the parent who will com. 
fort the frightened, appealing child; and the “or. 
dained wizard” who will mediate comfort through 
magic. He pleaded for rapprochement of psychiatry, 
sociology, and religion against the background of the 
Golden Rule, and a respect for the conservation of 
“serenity guaranteed man by his beliefs in his own 
future divinity among his many-visaged gods.” 

Equally scientifically nihilistic are the comments 
of Arthur Koestler (17), an acute lay-observer. He 
quickly dismissed Pavlov: “A fanatical but influential 
minority of diehards, trapped in the superstitions of 
the past, still insist on treating man as a conditioned 
reflex automaton, and knowledge as the accretion of 
lucky guesses—a fair description, perhaps, of how be. 
haviorist minds work, applied by faulty generalization 
to humanity at large. But they are the rearguard en- 
trenched in the groves of academe, heroically defend- 
ing a lost cause, like the Swiss Guard dying on the 
staircase of the Tuileries.” 

Commenting on the remarks of the many distin- 
guished participants in the symposium on the body- 
mind relationship, Koestler pointed up the paradox 
that the neuro-anatomists, physiologists, neuropathol- 
ogists, and neurosurgeons “whom one would have ex- 
pected to take a materialistic view, all took the oppo 
site attitude . . . (brain is brain and mind is mind and 
we don’t know how the twain meet); whereas the logi- 
cians, whom one would have expected to show some 
respect for the mind, showed none at all and seemed 
hypnotized by neural pathways and electrical circuit 
ry.” He quoted Penfield as saying “when it comes to 
the problem of how the mind is attached to the body, 
we are no wiser today than Aristotle was when he 
asked that question 2,300 years ago.” 


Over-enthusiasm Helps Fragment Psychiatry 


To Koestler, the confluent trends of neurophysi- 
ology, neuropharmacology, experimental psychology, 
and psychotherapy indicate “that we all live ina kind 
of psychomagnetic world, saturated with energies that 
interact on an unconscious level, vulnerable to voo 
doos and love-philtre placebos . . . We are once moreé 
plunged into the magic world . . . and thereby hangs 
a new tale, the dawn of a new era in the study of the 
human psyche.” 

How have we arrived at these haphazard fragment 
tations of our specialty? One route has obviously been 
the immense overlap which exists between the mind 
and its disorders, and almost every aspect of the physt 
cal world (including the body) through which it comt 
mands expression; a corollary of this is the apparent 
but not real impossibility of investigating a concept 
known only by its effects. The earlier studies of VE 
ruses afford an oversimplified analogy. Other routes 
have been the complex byways of the subject and the 
difficulty of controlling all the variables involved, and 
the exclusively human qualities of most types of metr 
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to help the body help itself 


SUSTAGEN 


Complete therapeutic nutriment 


supplies all or part of the 


patient’s nutritional requirements 


The mental patient who resists or is indifferent 
to nourishment is an excellent candidate for 
Sustagen feeding. Patients find Sustagen palat- 
able by the glassful.! Moreover, it is also ideal for 
tube feeding,? supplying a complete therapeutic 
diet, balanced in all known essential nutrients.'* 


However used, Sustagen permits greater control 
over patients’ actual intake. Each glassful pro- 
vides 390 calories, including 23.5 Gm. protein, 
3.5 Gm. fat, and 66.5 Gm. carbohydrate, plus 
important quantities of all essential vitamins 
and minerals. 
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except in the most gross types of experimentation. 
Perhaps the most compelling and insidious route has 
been the enthusiasm of psychiatry’s paramedical scien- 
tific colleagues. 

We might take consolation from the fact that if 
psychiatry seems to be disintegrating under the series 
of scientific attacks by physiology, biochemistry, psy- 
chology, and the social sciences, it is keeping good 
company! Recently, the chairman of Washington Uni- 
versity’s Committee on Molecular Biology felt im- 
pelled to defend, before the American Association for 
the Advancement of Science (10) the very existence of 
biology itself. As with psychiatry, the attack on biol- 
ogy comes as much from the Judas within as from 
parabiologic sources. Commoner quotes a reviewer 
(23) of Asimov’s new book (4) about modern biology; 
“For him . . . biology is a system that proceeds from 
biochemistry to the associated subjects of neurophysi- 
ology and genetics. All else, as they used to say of the 
nonphysical sciences, is stamp collecting.” Asimov puts 
it quite bluntly in his opening paragraph: “Modern 
science has all but wiped out the borderline between 
life and non-life,” and later (p. 535), “All the sub- 
stances of living matter—enzymes and all the others, 
whose production is catalyzed by enzymes—depend, in 
the last analysis, on DNA.” As Commoner bitterly 
commented, if Asimov's claim is “even remotely cor- 
rect, biology is not under attack; it has been annihi- 
lated.” 

Over the past few years, there has been a plethora 
of articles and conferences summarizing the fields and 
scope of psychiatric research. There are those who 
have been frankly critical of the directions psychiatry 
has been taking and scornful of the potential of cur- 
rent research. There are those who ploddingly enu- 
merate a series of advances against a general back- 
ground of psychobiology (12) stressing the dynamic 
psychopathological basis of psychiatric investigation 
and pleading for the development of new techniques 
and more accurate knowledge. And there are those 
who recognize that we shall make few gains unless 
we take time out to attempt an evaluation of where 
we are heading. 


Experimental Boundaries Seem Unlimited 


A recent Pittsburgh conference on experimental 
psychiatry (8) suggested models for testing psycho- 
analytic formulations (2); made a theoretical attempt 
to construct a unified theory of human behavior, using 
anxiety as a variable common to its psychological, bio- 
logical, and social aspects (16); and gave an historical 
account of the Freud-Pavlov controversy, followed by 
a description of experiments on the effects of isola- 
tion on conditionability in sheep and goats (19), and 
another on the adaptive behavior of the Rhesus mon- 
key after hemicerebrectomy (22). The remaining 13 
papers presented at the conference were reflections of 
such topics as “the architecture of knowledge,” “the na- 
ture of discovery,” “the shape of research,” possible 
new approaches in the “strategy” of research, and so 


on. All were fascinating and their range was vast, 
extending from the “calibration of linguistic tools in 
psychopharmacology” (13), through Gerty’s (15) con- 
viction that “mediocrity and imagination do not like 
to keep company,” to McCulloch’s (21) questions: 
“. . . where is fancy bred? Or in the heart or in the 
head? How begot, how nourished?”—questions only 
he could pose and which he answered by an Odyssey 
on communication and cybernetic theory, a lyrical ap- 
peal for nuclear disarmament, and a Shakespearean 
sonnet. Ten years ago, even Desmond Curran would 
not have believed that psychiatry could be so un- 
limited! 

Not long ago, I had the opportunity to analyze 
the research applications for Canadian Federal-Pro- 
vincial Mental Health Grants. Some 96 applications 
were processed, and a breakdown of the aims, orienta- 
tions, and disciplines involved suggested that about 
two thirds of the investigations stemmed from the 
basic sciences of psychiatry and the remaining third 
from clinical procedures. These proportions are prob- 
ably not too disparate from comparable figures else- 
where. 

If massive governmental support of psychiatric 
research is to be sought and fruitfully utilized, the pre- 
vious pedestrian and overpatterned approach must be 
abandoned. Many people during the past decade have 
made this plea (e.g. Ruesch, 1957 (24)). Certainly 
Ernest Allen’s list of criteria, used by the National In- 
stitute of Health (3) to judge applications, would have 
excluded many of the contributions to experimental 
psychiatry discussed during the Pittsburgh conference. 
As Bjorksten (6) commented, similar criteria in the 
past would automatically have excluded from support 
Harvey's discovery of the circulation of the blood, von 
Haller’s concept of nerve irritability, Beaumont’s stud- 
ies on human gastric friction, Lavoisier’s combustion 


studies, and Pasteur’s work on vaccines. Bjorksten’s 


examples are particularly relevant to our purpose since 
more than one of these men made their contribution 
to science and discovery outside the fields of their indi- 
vidual training and experience. 

As never before, psychiatry faces a time of deci- 
sion. Previously the Cinderella of medicine, her favors 
today are being sought by many vigorous young suit- 
ors, and the choice she will make may well alter the 
course of history. There is no time for indecision. 
The mental hospital is undergoing a transformation 
and moving out into the community; mental health 
clinics, outpatient departments, day-care centers and 
night hospitals, and psychiatric units in general hos- 
pitals are being accepted by the public in a way scarce- 
ly envisaged before World War II. Smaller hospitals 
in urban areas alongside general hospitals as recom- 
mended in Canada’s Tyhurst Report and Ontario's 
Mental Health Program are already coming into be- 
ing. As education advances, and awareness and ac- 
ceptance of psychiatric problems increase, the winds 
of change are whipping up a tide of public demand 
which threatens the native conservatism of the psychi- 
atrist, and poses a challenge which he must meet. 
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Pers: .al Views of Possible Directions 


j}.. the teeth of so much conflicting evidence, I can 
only ‘fer my personal views as to how psychiatric re- 
searc!: snould be oriented for the future. The follow- 
ing points seem relevant: 

{ vst, to divorce psychiatry from medicine is to 
invit: the doom of scientific development in the field 
of m:.:tal illness. Work on psychosomatic interrela- 
tionships has been directed toward an elucidation of 
an age old philosophical problem and the psychiatric 
education of internists. Psychiatry must acknowledge 
and pay tribute to its medical parentage for the sake 
of its own continued development as well as for the 
benefit of medicine as a whole. 

Second, many of the disputes among psychiatric 
researchers can be attributed to the varying nature of 
the problems they are investigating. These disagree- 
ments were aired during the Third World Congress 
of Psychiatry. A growing opinion, expressed especially 
by European participants, was that psychiatry has to 


deal with two essentially different types of patients: . 


the psychotics, largely found in mental hospital popu- 
lations, whose paradigm is schizophrenia, and whose 
sickness is the result of a disease process ultimately to 
be explained biologically; and the neurotics, largely 
seen in outpatient settings, whose paradigm is anxiety- 
hysteria, and whose sickness is a reaction formation of 
character development in response to psychologically 
symbolized stressors from the environment. By this 
method of distinction, psychiatric problems can be 
separated for inquiry into questions of interest to 
neurophysiologists, biochemists, geneticists, and other 
biologists; and those of more concern to psychologists, 
sociologists, and other behavioral scientists. While this 
dichotomy of patient-groups may be theoretically un- 
acceptable to North American psychiatrists, in prac- 
tice it is not a Procrustean bed, and its explicit ac- 
knowledgment would help to resolve some of the dis- 
agreements we have been discussing. 


All Investigations Need Patient-Focus 


Third, psychiatry is a specialty of clinical medi- 
cine. Because of this, investigations should ideally be 
centered on patients. Biochemical laboratories work 
on pooled urines obtained from 40 or 50 patients with 
“schizophrenia” in an endeavor to identify some un- 
usual or suspectedly toxic product; the behavioral 
scientists ask groups of 100 or more “neurotics” to per- 
form a learning theory task or to fill out question- 
naires. We must deplore such inquiries when they are 
made in the absence of detailed information on each 
patient concerned and unless a competent psychiatrist 
is available to direct and integrate such research. This 
is not to imply that the interest and efforts of the para- 
medical disciplines should be discouraged; we need all 
we can get. But it does imply that this interest should 
not be confined to an isolated university department 
and that the efforts should be geared to psychiatric 
perception of the problems being investigated. 


Psychiatry at the Crossroads 15 


A fourth point concerns the possibility of carrying 
out research within the mental hospital. Unwieldy as 
many such hospitals are, some of them have managed 
to carry out much original and valuable work. There 
are a number of obvious ways in which large public 
hospitals can be “rehabilitated” in their research func- 
tion, and thus their creeping isolation halted. Most 
psychiatric hospitals could establish an investigation 
unit of some 12 to 20 beds and, for directors of psychi- 
atric research, create senior posts which carry status, 
tenure, and salary at least equal to those of medical 
superintendents. A moiety of these hospitals can be 
linked with a university department of psychiatry, and 
legislators can be persuaded to allocate public funds 
for research purposes. + 
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Dead Hands of the Past 


N ITS REPORT number 46, the Group for the Advance- 

ment of Psychiatry points out that “mental hos- 
pitals sometimes have goals and policies that were 
framed by people long since dead.” Thus, in a real 
sense, our hospitals are mortgaged; that is, they the 
under the weight of a “dead pledge’”—mort gage. In 
the business world, a mortgage is an obligation that 
survives the man who made it, and the mortgaged 
property often is encumbered by this obligation for 
many years. 


By DR. WHATSISNAME 


Most of our mental hospital buildings were de- 
signed by architects, now dead, from suggestions made 
by superintendents, legislators, and commissioners— 
all dead, too. The long hospital stay of some patients 
and the high ratio of seniles among the new patients 
conspire to reconfirm this necrotic aura. 

Experience carries its own wisdom and certainly 
there is some validity to the thought that “this has al- 
ways worked well, so why change it for something un- 
tried?” But such placid respect is not always practical. 
The typical public hospital has a record room full of 
printed forms, adopted decades ago, that now carry 
obsolete words and phrases. There still are rule 
books which say that men patients and employees may 
smoke, but that women may not. Visiting hours and 
visiting rules are often relics of the days when trains 
and trolleys were needed to get a relative to the hos- 

ital. 

4 These quaint residues of grandfather’s day make 
many superintendents hesitate to initiate change be- 
cause—almost superstitiously—they dread possible but 
usually improbable reactions. Abolishing an appar- 
ently useless report form, for example, might result 
in unexpected disorder. Expanding visiting days and 
hours could affect the staffing of wards and even the 
policing of parking lots. Some superintendents have 
done away with old requirements only to let an acute 
flurry of chain-reaction results force them to reinstate 
the undesirable. It is not unusual for young clinical 
directors to rely on the statement, “I guess the old 
fellows knew what they were doing after all.” 

This leads to a form of ancestor worship. It 
is almost as if the staff believes that any change will 
be an insult to a departed father figure. There is 
strange irony here: psychiatrists sometimes develop 
anxiety about challenging the long-dead father figure, 
but businessmen—to whom “modern” is a word of 
praise—delight in slaying it. Maybe we should give 
freer reign to the destructive half of the Oedipus 
complex. 
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strict Branch News 


Michigan—Foster-Care Study 


Douglas A. Sargent, M.D., director, Wayne County 
Juvenile Court Clinic for Child Study, has announced 
the receipt of a $270,000 NIMH grant to study 
emotionally disturbed boys between the ages of 8 and 
12 in especially established foster homes. The study 
is to explore means to increase “the ‘holding power’ 
of foster homes over failure-prone children.” A sig- 
nificant element in the program will be emphasis on 
working with the childrens’ parents during the place- 
ment period and seeking their consultation on the 
problems that the foster parents encounter. 


New Jersey—Low-Cost Psychotherapy Plan 


A unit to provide low-cost psychotherapy, established 
as a pilot project four years ago by the Mental Health 
Association of Essex County, began operation as an 
independent agency July 1. 

The program provides an outpatient service for 
marginal-income families. If a patient needs the serv- 
ices of a therapist, he is accepted for treatment. Each 
therapist receives $5 an hour, and none is permitted 
to contribute more than five hours a week. Patients 
pay a maximum of $5 per visit, and in cases where 
they cannot afford the full fee, the treatment is sub- 
sidized by the association. A panel of 37 psychiatrists 
and psychologists work in the program. Bernard Cher- 
min, M.D., who has been serving as a panel member, 
will become medical director of the unit. Harold 
Gordon, a psychiatric social worker, is the administra- 
tive director. 

The county mental health group will continue to 
give financial support to make up the difference be- 
tween the actual cost and monies received from fed- 
eral grants, patients’ fees, and foundation grants. The 
current annual budget is $49,000. 


Ohio—Mental Hygiene Budget Cut 


The Ohio Legislature cut the Division of Mental Hy- 
giene’s budget for the 1961-63 biennium by nearly 7 
million dollars. According to the Ohio Psychiatric 
Association, the budget presented to the Legislature 
was a minimum or status quo budget, with no pro- 
vision for needed expansion or salary increases. 
According to an editorial in the Ohio Psychiatric 
Association’s newsletter, no one in medicine or psy- 


chiatry was consulted, and very little opposition was 
voiced. The editorial exhorts medical and particu- 
larly psychiatric personnel to be more aggressive in 
political matters when progressive programs are 
threatened, especially where they are better informed 
than the average citizen. 


New York—Professional Standards 


The Professional Standards Committee of the Nassau 
Neuropsychiatric Society has recommended to the So- 
ciety’s Executive Committee that any teaching or 
supervision of lay therapists, except in clinics, should 
be terminated pending a working agreement with the 
other professional societies concerned. 


Virginia—N ondirective Counseling for Clergy 


The Waynesboro Ministerial Group recently com- 
pleted a six-weeks’ course in nondirective counseling 
for clergy conducted by William M. Sheppe, Jr., M.D., 
of the Department of Neurology and Psychiatry, 
University of Virginia Hospital, Charlottesville. This 
seminar is part of the department's general program 
in social psychiatry, designed to make certain psy- 
chiatric skills and counseling techniques available to 
nonpsychiatric personnel. 


—Plans for a New State Hospital 


Alexandria, Arlington, and Fairfax counties have 
jointly approved plans for the development of a state 
hospital in northern Virginia. Alice Kiessling, M.D., 
head of the Department of Psychiatry at Arlington 
Hospital, recently appeared before the State Hospital 
Board, with a large group of citizens from the three 
counties, to urge adoption of the plans. 


Wisconsin—Support of Proposed Legislation 


A bill concerning the organization of service corpora- 
tions by professional men and others was introduced 
recently in the. Wisconsin Legislature. The bill, simi- 
lar in intent but not in form to the Jenkins-Keogh 
type of federal legislation, provides for the formation 
of legal corporations by one or more professional men 
for the purpose of providing retirement funds before 
taxation. Members of the Wisconsin Psychiatric Asso- 
ciation have written to the Wisconsin Assembly Tax- 
ation Committee conveying their support of the bill. 
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The Psychiatric Treatment Center opens on September 11. 


Its program is geared to adolescents and young adults. 


A 
DESIGN 
FOR 
ADOLESCENT 
THERAPY 


By the Statf of The Psychiatric Treatment Center 
New York, New York 


The Psychiatric Treatment Center opened in mid- 
town Manhattan on September 11, 1961, for the 
purpose of treating adolescents in a combination 
inpatient and day-hospital setting, with no locked 
doors. It is housed in a modern five-story, two-ele- 
vator building. Some physical modifications will 
be made to meet the adolescent-treatment program 
as it develops. 

The center, which accommodates 30 resident- 
patients, is licensed by the New York State Depart- 
ment of Mental Hygiene as a private psychiatric 
hospital, but makes every endeavor to avoid the ap- 
pearance or atmosphere of an institution. The 
decor is reminiscent of a teenagers’ residential club. 
The two top floors contain patients’ rooms, each de- 
signed as a sitting room and convertible into a 
sleeping room for one or two people. 

The third floor is equipped for such activities 
as art work, the performing arts, and indoor sports 
like pingpong and billiards. The professional of- 
fices are on the second floor. The first floor con- 
tains administrative offices, some additional pro- 


fessional space, and a large dining room with an 
outdoor terrace used for meals and activities. The 
roof also has space for outdoor games. There is a 
large modern kitchen in the basement. 

Preference is given to young people between 
15 and 20 years of age, although the center admits 
selected older patients. There will be two or three 
professional staff members to each patient. 

The intensive treatment program for adoles- 
cents is based upon the principles described in the 
following paper, and a research program, financed 
by the profits from patients’ fees, will be closely in- 
tegrated with the service functions of the center. 

The program was developed by a number of pro- 
fessional staff members, in particular the following: 
Julian I. Barish, M.D., Director of Training; Bruce 
Buchenholz, M.D., Director of Research; George W. 
Naumburg, Jr., M.D., Clinical Director; and Ed- 
ward Preble, A.B., Director of Program Therapy. 
At the request of these collaborators, the paper 
presented herewith is simply signed “The Staff of 
Psychiatric Treatment Center.” 
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§.'S PAPER DESCRIBES a new design for the treat- 
BP nc at of disturbed adolescents. The plan combines 
tradi:i»nal psychotherapy with a new technique 
know. as “program therapy”—a synthesis of thera- 
peuti. intervention with a special kind of behavior 
anal;:s. The therapeutic staff will consist of psychi- 
atrists with special training in psychodynamics, and a 
group designated as “program therapists,” who have 
been selected on the basis of their demonstrated ability 
to work with adolescents. This group crosses conven- 
tional professional lines, and includes psychiatric 
nurses, psychologists, social workers, and other social 
scientists. 


The Problem 


Psychiatric treatment of adolescents has not kept 
pace with psychiatric understanding of them. It is 
difficult to establish understanding and communica- 
tion between adolescents and adults. Under normal 
conditions, this difficulty is a natural and inevitable 
consequence of the adolescent’s emerging independ- 
ence and identity, and his development is well worth 
the price of adult discomfort. When, however, the 
adolescent’s adaptive capacities break down, the dis- 
ruption in communication becomes a serious problem 
instead of a mere annoyance. Psychotherapy with chil- 
dren, adults, or adolescents demands emotional under- 
standing between the therapist and the patient. The 
establishment of such rapport between adolescent 
and therapist requires an unusual, and to some extent, 
unnatural effort from both. 

Another widely recognized problem in the psychi- 
atric treatment of adolescents is their vast and impa- 
tient energy. This phenomenon, too, is a natural stage 
in human development. It holds promise of a produc- 
tive adult life and is of immediate value on the foot- 
ball field or dance floor. It is not, however, compatible 
with the demands of traditional psychiatric treatment 
which proceeds on a fixed schedule of between one and 
five hour-long sessions of sedentary introspection and 
discussion each week. 

Even the setting of the doctor’s office is an ob- 
stacle to effective treatment. A common feature in 
most adolescent disorders, whether they take the form 
of retreat or rebellion, is the individual’s sense of sep- 
aration from his peer group and from the community 
at large. Normally, it is at this stage of maturation 
that social attitudes (cooperation, loyalty, tolerance) 
reach a high level of development and influence the 
course of the individual's life as a contributing mem- 
ber of society. These social emotions cannot develop 
properly in the isolated environment of the doctor’s 
office where the sense of separation may even be re- 
inforced. They must emerge through experiences in 
the real world. 
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The Program 


Program therapy is analogous to play therapy 
with children. The therapist has the opportunity to 
take part in meaningful activities with the patient in 
order to communicate with him on a natural level and 
to exert a therapeutic influence within an emotionally 


‘significant context. The activities, specifically oriented 


to the patient’s therapeutic needs, provide a setting 
which is not too confining for his restless energy. 

“Activity analysis” is one feature which distin- 
guishes this treatment plan from others which it re- ’ 
sembles superficially. In addition to the conventional 
admissions work-up, the psychiatrist determines which 
activities have emotional significance to the patient. 
This analysis records activities in which the patient 
participates, those in which he would like to take part 
but cannot, and those he avoids. It includes a histori- 
cal account of his characteristic style of participation, 
from his childhood play habits to his contemporary 
activity patterns. 

This is where the analogy between program ther- 
apy and play therapy breaks down. A small child’s 
play is diffusely structured and similar in broad out- 
line to that of other children in the same culture. The 
activities of adolescents, on the other hand, are more 
highly differentiated, better integrated, and more in- 
dividualized. 


The psychiatrist integrates the activity analysis 
with the psychodynamic analysis to provide a rationale 
on which the program therapist may base his work. 
Although each program is planned initially on the 
basis of the admissions work-up, subsequent modifica- 
tions develop empirically, on the basis of the increased 
understanding of the professional staff and changes 
which take place in the patient. The program thera- 
pist accompanies the patient whenever this serves the 
patient’s need. He may be a companion therapist in 
school, in the home, or at a community function; as 
many daytime activities as possible are conducted off 
the premises. The center provides residential care for 
those who need it, but makes every effort to minimize 
separation from the community. There are no locked 
doors, no uniformed nurses, no attendants, no chart 
racks. Program therapy can take place in the center 
for those who cannot go out and for those who can 
go out only for a limited time. 

The program therapist is trained in psychodynam- 
ics, in self-awareness and in the techniques of observa- 
tion and psychodynamic inference, and their uses in 
program therapy. His work with a patient is super- 
vised and reviewed in daily conferences with the psy- 
chiatric staff. During these conferences, the patient’s 
progress in psychotherapy and in program therapy 
are discussed, analyzed, and correlated. 
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Accentuated communication problems between adults and 
disturbed adolescents make therapy unusually difficult. 


None of the children in these 
photographs are patients. 


Mutual interest in photography enables therapist to establish a 
communication with patient; therapeutic influence will follow, 


The close companionship of program therapist and patient is 
an essential part of therapy; they suffer through many crises. 
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A HYPOTHETIC AL Suppose that activity analysis has disclosed that a t 

schizoid youth is an enthusiastic amateur photogra- . 

C ASE HISTORY pher, that he goes to the movies twice a week, watches e 

adventure programs on television, and enjoys walking . 

: on the neighborhood bathing beach. The importance : 

Thus, although the program incorporates of visual activity is obvious; passivity is also apparent. 
features of play therapy, occupational and rec- These behavioral tendencies become especially signifi- 

reational therapy, milieu therapy, and other cant in the light of the psychodynamic analysis which : 

specialized techniques, it is essentially different has disclosed voyeuristic-exhibitionistic trends and a a 
aot ha strong rivalry with two sisters several years older than 

from any one or any combination of these. Its the patient. fi 

significant elements are the formal technique of A program therapist, basing his approach on the ; 

activity analysis; the day-to-day program ther- admission study, engages the patient's interest by dem- ; 

apy; the daily integration of activity analysis onstrating his new camera. Their mutual interest in ; 

. ‘ A photography is exploited to the point where therapist Q 

with psychodynamic analysis, and of program and patient go on picture-taking expeditions to a ; 

therapy with psychotherapy; and an attempt to nearby park. i 

carry out the coordinated therapeutic effort At the daily conference with the psychiatrist the ; 

whenever possible off the premises of the center Mint. 
tion photographs of children at play, and is especially 

and in the general community. A simplified intrigued by the patterns formed by the playing groups : 


hypothetical case history will illustrate: 


against the grass. The psychotherapist mentions that 
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—suggests to psychotherapist connection 
of present behavior to sibling problems. 


Camera-toting outings enhance relation- 
ship, lessen “separation” from the world. 


the patient has dreams of piloting helicopters. The 
similarity between “looking down” on children play- 
ing, “looking down” on bathers sprawled on the sand, 
and “looking down” from a helicopter suggests a de- 
sire for ascendancy. This might be related to the pa- 
tient’s rivalry with his sisters. 

On the following day during a picture-taking ex- 
pedition, the program therapist remarks that some 
children playing on top of a jungle-gym form an in- 
teresting pattern against the clouds. The patient at 
first shows no interest, but with encouragement does 
look up and flushes when he recognizes that the play- 
ing children are girls. 

The program therapist refrains from further in- 
tervention, but reports the sequence during the next 
day’s conference. The psychiatrist is able to use this 
data in his next session with the patient. The patient 
becomes aware of his sense of inferiority to his sisters 
and of his unconscious desire to be a girl so that he, 
too, might be a favored and superior being. 

The program therapist uses the psychiatrist’s an- 
alysis to initiate a plan that leads eventually to the 


On next playground visit, therapist suggests 
jungle-gym; patient flushes on seeing that children above him are girls. 


Looking down from his adolescent height, patient observes patterns 
made by playing youngsters against the grass. His dynamic analysis— 


picture of children using 


patient’s working through of these problems. Using 
their mutual interest in photography, and the patient’s 
growing masculine identification with him; he steers 
the daily activities to photographing sports events. 
From this it is a logical step to active participation m 
sports, and the patient’s gradual development of a 
new set of values and a new self-concept. This process, 
of many months’ duration, involves a complex coun- 
terpoint between program therapist, psychiatrist, pa- 
tient, other staff, and other patients. 


The Principles 


The program has been designed to implement the 
following principles: 

. Each patient’s unique combination of personal- 
ity. circumstance, and pressures must dictate the form 
of his therapy. Each individual program should be 
planned and oriented to effect psychodynamic change 
as well as relief of symptoms. ‘ 

The patient's entire stay at the center, and every 
hour of his stay, should be therapeutic. One hour of 


His emotional outbreaks have their roots in the boy’s 
rivalry with his older sisters, his need for ascendancy. 


Discussion of patient’s progress in psychotherapy and program 
therapy during staff conference confirms dynamics of problem. 


During his next session with 
the psychotherapist, the boy 
himself begins to gain insight 
into his difficulties. He be 
comes aware of his unconscious 
desire to be a girl, in order 
to gain the “ascendancy” en- 
joyed by his two elder sisters. 


Active instead of passive pastimes result from boy’s dawning 
insight, and masculine identification with program therapist. 


verba! therapy is not enough. The greater part of the 
patient’s time should be spent with trained profes 
sional personnel. All activities must exert the specifi¢ 
therapeutic influence needed for his individual psycho 
dynamic constellation. 

Finally, except when absolutely necessary, the pa- 
tient should not be removed from an ordinary envit 
onment. He should engage in as many activities as 
possible in the general community rather than on the 
physical premises of the center. 

Careful records are being kept on the observa 
tions of program therapists and psychiatrists in a com 
tinuing effort to establish and test specific criteria for 
the selection of therapeutic activities. The entire oper 
ation will function in the context of evaluation, asses* 
ment, and validation. Studies planned include tech- 
niques for evaluating clinical change, the significance 
of various aspects of each patient’s program, systems 
for making clinical decisions, and the therapeuti¢ 
efficacy of program therapy. . 
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Although depression is a common 


component of problems seen in 
practice, the classical symptoms of 
depression are seldom obvious. M 
more frequently, depression lurks in 
the background...is often masked t 
physical symptoms such as fatigue, 


‘insomnia, poor appetite and weight loss 


...is frequently detectable only by 
careful questioning. ja 


When depression complicates the 
picture, Tofranil relieves or eliminates 
symptoms in approximately 80 per cen 
of cases within 2-3 weeks. 


Tofranil", brand of imipramine 
hydrochloride: Tablets of 25 mg. a 
tablets of 10 mg. for geriatric and 
adolescent use; also, ampuls 
intramuscular administration only, eac 
~ containing 25 mg. in 2 cc. of solution 
(1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical 
Ardsley, New York 
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CAUTIONARY COMMENTS 


The author acts as the Devil’s Advocate in an attempt to remind 
readers of ACTION FOR MENTAL HEALTH that some 
recommendations may need critical evaluation before adoption 


By SIDNEY J. TILLIM, M.D., Superintendent 
Nevada State Hospital 
Reno 


HE FINAL REPORT OF THE JOINT COMMISSION on 
Mental Illness and Health is an encyclopedic 
document prepared under the auspices of a dedicated 
group of people. The director of the project, Dr. Jack 
R. Ewalt, is a man of the highest qualifications, of 
visionary purpose, and unmatched zeal. The report 
was intended to offer a blueprint for a national action 
program on the problems of mental illness. It is 
comparable to the Old Testament in that its compre- 
hensiveness is enormous and that neither could have 
been written by one person. Unfortunately, as with 
the Scriptures, even Satan may quote it with profit. 
Parts of it may stand the test of time, but much 
of it is already outdated. The report’s acceptance by 
42 out of 45 of the members of the Commission is no 
more conclusive of its infallibility than is the literal 
acceptance of the Old Testament by the fundamen- 
talist religious groups. 


Over-activism May Cause Problems 


Notwithstanding the claim that the final report 
is the first document “in American history that at- 
tempts to.encompass the total problem of support for 
mental health services,’ we should examine critically 
a few of the flaws in the plan. Neither professional 
nor lay sound judgment can accept its thesis that 
everybody should get into the act of doing something 
about mental health. In the first place, there is no 
agreement as to what really constitutes community 
or individual mental health. The title itself is mis- 
leading. What kind of mental health should we strive 
for—that depicted by the Nazi-Fascistic culture, or 
that proposed in Huxley’s “Brave New World”? Can 
individual mental health be doled out by prescription 
to supplement each person’s “given potential for men- 
tal health or illness”? 


In the absence of knowledge or agreement about _ 


the causes of mental illness, it is misleading to com- 
pare its eradication with that of certain communicable 


or nutritional diseases. We accept complex “biolog- 
ical, psychological and sociological forces” as influ- 
encing behavior and these factors are not readily 
modified by teachers of the humanities or by physi- 
cians. Nor can mankind stay the tide of material 
“progress” in order to improve societal mental health. 

People participate in mental health activities 
for various individual objectives: the physician by 
his election of a specialty; the parameter experts often 
as aborted physicians; the social scientists to expand 
the interest of their otherwise dehumanized special- 
ties; and, on the fringe, gregarious failures who wish 
to manipulate the lives of other people. Unfortu- 
nately, the latter are too often in positions of leader- 
ship, and, with the laudable intention of serving un- 
happy humanity, are a potential danger to fellow men. 

Physicians are dedicated to tending the sick, to 
do nothing to harm them, to heal if possible, and to 
palliate disease whenever possible. Even an acute 
shortage of qualified personnel does not justify us in 
allowing dangerous people to join our “team” oper- 
ation. We psychiatrists should be especially alert to 
the inherent danger of accepting such people and 
allowing them to. influence public thinking. We 
should be equally alert to the danger posed by some 
who practice physical medicine; “chiropractic psy- 
chiatrists” are already known in some areas, and phy- 
sicians, unfamiliar with psychiatric problems, are prac 
ticing hypnotherapy. 


Dangers of “Chronic Disease” Concepts 


A number of ultra-conservative proposals in the 
final report show unfamiliarity with certain phases 
of hospitalization for mental illness. The proposal 
that large mental hospitals be converted into general 
rehabilitation centers for chronic ailments—physical 
as well as mental—ignores the unacceptability that 
would be the fate of such centers. Amputees, cardiacs, 
rheumatics, and those with other chronic ailments are 
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nor >re likely to be tolerant toward the lowly “mental 
pati .t’” than are the general public. Nor will placing 
suc! facilities under the stewardship of lay admin- 
istra ors improve the situation. What will prevent 
suc! n.ammoth facilities from developing the unsavory 
stat» of the old mental hospitals? 

_oula Dunn, one of the three dissenting members 
of . « Commission said “nothing can be gained by 
per} .‘uating the concept of the independent chronic 
dise:se hospital.” The proposal, while it may reduce 
the »umber of patients on the back wards in public 
men‘:l hospitals, could also create third- or fourth- 
rate human beings, a classification that not only the 
Commission but the Bill of Rights seeks to eliminate. 

he report recommends that public mental hos- 
pitals should not have over 1,000 beds for intensive 
treatment—a compromise recommendation which ig- 
nores many of the discussions which have taken place 
since 1958 when Dr. Harry Solomon declared, in his 
presidential address, that the mammoth state hos- 
pitals should be liquidated and turned into smaller, 
independent, complete units for the purpose of in- 
tensively treating acute psychiatric disorders. Com- 
missioners and superintendents for the most part re- 
jected the idea for the foreseeable future. Dr. Francis 
J. O'Neill, at the 1961 APA Annual Meeting, be- 
labored the issue of larger versus smaller institu- 
tions. He called for a “scientific evaluation of the 
therapeutic potential of the mental hospital in rela- 
tion to its size.” Basing his statement on his personal 
experience, Dr. O’Neill doubts that “patients receive 
any better treatment or have any better chance of 
recovery in a small hospital because of its size alone,” 
although he does admit “that there are advantages 
in the small hospital.” Quite a self-contradiction! 


Economic Versus Therapeutic Considerations 


Dr. O’Neill casually injects the economic factor. 
It has been pretty well established that smaller insti- 
tutions, beyond a certain minimum capacity, can oper- 
ate with comparative economy. The small institution 
may be seen as a country store in comparison with the 
huge cosmopolitan department stores—no less effec- 
tive in services than its big brothers. It has the im- 
mediate advantage of offering personal service and 
personal interest to its customers—when its customers 
are mental patients, this is a valuable attribute. 

Thousand-bed hospitals cannot be effectively 
superintended as medical institutions even with ample 
staff. Physicians cannot personalize their interest in 
so many patients at one time. If the report’s recom- 
mendation and Dr. O’Neill’s defense of large institu- 
tions are taken seriously, then the unsettled debate 
over the merits of lay versus medical superintendents 
becomes purely academic. The superintendent's func- 
tions are reduced to mass administrative decisions, 
not individual medical ones. Medical judgment is not 
always needed for mass dispositions. 

The splintering of large institutions is already 
underway in many parts of the country. This refor- 
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mation merits watching for its effects on future admis- 
sions. If there is a medical superintendent for each 
unit of say 500 patients, ancillary services for common 
use can be retained under separate supervision—i.e., 
acute medical and surgical service, laboratory and 
X-ray facilities, food services, heating and mainte- 
nance, etc. This would have the salutary effect of al- 
lowing the heads of each unit full responsibility for 
the quality of the service. It would provide varied 
clinical experience for physicians working in such 
units, and thus remove the hazard of deadening bore- 
dom and discouragement. 


Need for Delineation of Functions 


Turning to community facilities, the report finds 
that mental health clinics are in a “pivotal position” 
as “the fulcrum of effort to remove the barriers isolat- 
ing mental hospitals from the community.” Such facil- 
ities are to treat the acutely mentally ill, who do not 
need hospitalization, and provide follow-up service 
for discharged patients. Community mental health 
education, recommends the report, should be “left 
with the health departments and mental health associ- 
ations.” This recommendation contrasts with the pro- 
posals urged at the 1960 Mental Hospital Institute by 
psychiatrists, who advocated greater involvement of 
hospitals in community-type activities, including the 
operation of clinics. With rare exceptions, persons 
responsible for the operation of. mental hospitals do 
not possess special attributes to qualify them for oper- 
ation of community-based outpatient services. 

Nothing short of clear delineation of community 
versus hospital will produce effective state programs. 
Overlapping and conflicting assignments for public 
agencies lead to deficiencies in service. An acceptable 
plan for organization for the operation of total state 
programs is still needed. 

A substantial part of the report is devoted to the 
topic of research. The need for more research is amply 
documented, but the suggestion that it be supported 
in every nook and cranny “out of the wish to do some- 
thing” is not a convincing reason for the use of public 
funds. We have a responsibility beyond meeting the 
demands of the alarm-minded and action-oriented 
American public. It seems best to make maximum 
investment in research centers rather than to finance 
search-parties looking for a needle in a haystack. 

Dogmatism is out of place as long as “scientists 
face (the) task with an incredibly small fund of know- 
ledge.” The report purports to urge improvements in 
the treatment of the hospitalized mentally ill. But 
some of its observations go far beyond such urging. 
The Commission, admitting that mental health prog- 
ress still depends on “informed guesses of mental 
health practitioners” and is “an article of scientific 
faith rather than an applicable scientific truth,” missed 
an opportunity by not distinguishing between faith 
and truth. A more fruitful document would have re- 
sulted from fewer debatable recommendations and 
more carefully considered objectives. e 
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of new admissions— 


Ste/azine® 


The results of early and intensive treatment of mental 
illness are usually gratifying. 


No matter whether the schizophrenic patient has 


or agitated and hyperactive— 


for early discharge 


‘Stelazine’ is known to be one of the most effective means 
available for treating chronic psychotics. Jt can be even 
more valuable in the treatment of new admissions. 


delusions and hallucinations— 


or is withdrawn and hypoactive— 


brand of trifluoperazine 


‘Stelazine’ can help you get him out of the hospital. 


(You may find the results of intramuscular ‘Stelazine’ 


to be particularly dramatic.) 


Smith Kline & French Laboratories, Philadelphia 
leaders in psychopharmaceutical research 


PSYCHIATRIC PRESCRIBING INFORMATION 


| INDICATIONS: ‘Stelazine’ relieves anxiety, whether expressed as hyperactivity or 


| 
| 


as apathy. It also produces rapid response in many diagnostic categories, including 
acute and chronic schizophrenias, manic-depressive psychoses, involutional psychoses, 
chronic brain syndrome and mental deficiency. 

ADMINISTRATION AND DOSAGE: Dosage of ‘Stelazine’ should be adjusted 
to the needs of the individual. 

Because of the inherent long action of ‘Stelazine’, patients may be controlled on con- 
venient b.i.d. administration; some patients, on once-a-day administration. 

Adult Dosage for Use in Psychiatric Practice 

oral (for office patients and outpatients with anxiety): The usual starting dosage is 1 mg. or 
2 mg. b.i.d. In the treatment of these patients, it is seldom necessary to exceed 4 mg. a 
day. (Some patients with more severe disturbances, and discharged mental patients, 
may require higher dosages.) In some patients, maintenance dosage can be reduced 
to once-a-day administration. 

oral (for patients who are either hospitalized or under adequate supervision): The usual ae 
dosage is 2 mg. to 5 mg. b.i.d. (Small or emaciated patients should always be start 
on the lower dosage.) 

The majority of patients will show optimum response on 15 mg. or 20 mg. daily, although 
a few may require 40 mg. a day or more. It is important to give doses that are high 
enough for long enough periods of time—especially in chronic patients. 

Optimum therapeutic dosage levels should be reached within two or three weeks after 
the start of therapy. When maximum therapeutic response is achieved, dosage may be 
reduced gradually to a satisfactory maintenance level. 

intramuscular  ~ prompt control of severe symptoms): The usual dosage is 1 mg. to 2 mg. 
(%-1 cc.) by deep intramuscular injection q4-6h, p.r.n. More than 6 mg. within 24 hours 
is rarely necessary. As soon as a satisfactory response is observed, oral medication should 
be substituted at the same dosage level or slightly higher. 

Only in very exceptional cases should intramuscular ey exceed 10 mg. within 
24 hours. Since ‘Stelazine’ has a relatively long duration of action, injections should 
not be given at intervals of less than 4 hours because of the possibility of an excessive 
cumulative effect. 

*Stelazine’ Injection has been excep 
and irritation at the site of injection. 


d; there is little, if any, pain 


lly well tol 


Dosage for Psychotic and Mentally Defective Children 

The dosages given below apply to children, ages 6 to 12, who are either hospitalized or 
under adequate supervision. 

oral: The starting dosage is 1 mg. administered once a day or b.i.d., depending on the 
size of the child. Dosage may be increased gradually until symptoms are controlled or 
until side effects become troublesome. Both the rate and the amount of dosage 
increases should be carefully adjusted to the size of the child and the severity of the 
symptoms, and the lowest effective dosage should alway. »e used. Once control is 
achieved, it is usually possible to reduce dosage to a satisiactory maintenance level. 
In most cases, it is not necessary to exceed 15 mg. of ‘Stelazine’ daily. However, some 
older children with severe symptoms may require, and be able to tolerate, higher dosages. 


intramuscular: There has been little experience with the use of ‘Stelazine’ Injection in 
children. However, if it is necessary to achieve rapid control of severe symptoms, 
1 mg. (% cc.) of ‘Stelazine’ may be administered intramuscularly once or twice a day, 
depending on the size of the child. Once control is achieved, usually after the first day, 
the oral dosage forms of ‘Stelazine’ should be substituted for the Injection. 


SIDE EFFECTS: In the dosage range of 2-4 mg. daily, side effects from ‘Stelazine’ are 
infrequent. When they do occur, they are coal slight and transitory. Mild drowsiness 
occurs in a small percentage of patients; this usually disappears after a day or two of 
*Stelazine’ therapy. There are occasional cases of dizziness, mild skin reaction, 7 
mouth, insomnia and fatigue; rarely, neuromuscular reactions (extrapyramidal symptoms 
In hospitalized psychiatric mm receiving daily ‘Stelazine’ dosages of 10 mg. or more, 
clinical experience has shown that, when side effects occur, their appearance is usu 
restricted to the first two or three weeks of therapy. After this initial period, they appeat 
infrequently, even in the course of prolonged therapy. Termination of ‘Stelazine’ 
therapy because of side effects is rarely necessary. 

Side effects observed include dizziness, muscular weakness, extrapyramidal symptoms, 
anorexia, rash, lactation and blurred vision. Drowsiness has occurred, but has been 
transient, usually disappearing in a day or two. 


Extrapyramidal Symptoms 
These symptoms are seen in a significant number of a mental patients 
receiving ‘Stelazine’. They may be characterized by akathisia, be of the dystonic 


type, or they may r par! 
kathisia: Some may experience an initial transient period of stimulation of 
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jitteriness, chiefly characterized by motor restlessness and sometimes insomnia. These 
atients should be reassured that this effect is temporary and will disapp P ly. 
he dosage of ‘Stelazine’ should not be increased while these side effects are present. 


If this turbulent phase becomes too troublesome, the symptoms can be controlled by a 
<a of dosage or the concomitant administration of phenobarbital or some o 
arbiturate. 


dystonias: These symptoms are rare outside of mental hospitals, but they may be observed 
occasionally in patients who have received ‘Stelazine’ as a mild tranquilizer. 
Symptoms may include: spasm of the neck muscles, sometimes progressing to torticollis; 
extensor rigidity of back muscles, sometimes progressing to opisthotonos; carpopedal 
spasm, trismus, swallowing difficulty, oculogyric crisis and protrusion of the tongue. 
The onset of the dystonias may be sudden. A primary characteristic of these symptoms 
is their intermittency. They may last several minutes, disappear and then recur. There 
is typically no loss of consciousness and definite prodromata are usually present. 
Initially, these intermittent symptoms occur in a crescendo of intensity. Then as the 
effect of the drug wears off, the intervals between the occurrence of symptoms become 
longer, and the intensity of the symptoms subsides. Despite their similarity to symptoms 
of serious neurological disorders, these dystonias are usually promptly reversible and 
need not cause undue alarm. They onal subside gradually within a few hours, and 
almost always within 24 to 48 hours, after the drug has been temporarily discontinued. 
Treatment is symptomatic and conservative. Jn mild cases, reassurance of the patient is 
often sufficient therapy. Barbiturates are also useful. Jn moderate cases, barbiturates will 
usually bring rapid relief. The dosage and route of administration of the barbiturate 
used should be determined by the intensity of the symptoms and the response of the 
patient. Jn more severe adult cases, the administration of an anti-parkinsonism agent 
produces rapid, often dramatic, reversal of symptoms. Also, intravenous caffeine and 
sodium benzoate seems to be an effective and rapid antagonist to the dystonias. Jn 
children, reassurance and barbiturates will usually control symptoms. Dosage and route 
of administration should be determined according to the intensity of symptoms and 
response of patient. . 

Note: It has been reported that injectable administration of Benadryl* may also be 
helpful in controlling dystonias. 


pseudo-parkinsonism: These symptoms are extremely rare outside of mental hospitals. 
*Trademark Reg. U.S. Pat. Off.: ‘Benadryl’ for diphenhydramine hydrochloride, 
Parke-Davis, 


Speaptemse include: mask-like facies; drooling; tremors; pillrolling motion; and shuf- 
ing gait. 

Reassurance and sedation are important components of effective therapy. In the 
majority of cases these symptoms are readily reversible when an anti-parkinsonism 
agent is administered concomitantly with ‘Stelazine’. Occasionally it is necessary to 
lower the dosage or to temporarily discontinue the drug. 

CAUTIONS: Clinical experience has d ated that ‘S is 


derivative, has a wide range of safety and that there is little likelihood of either blood 
or liver toxicity. The physician should be aware, however, of their possible occurrence. 


1 hh 


One of the results of ‘Stelazine’ therapy may be an increase in mental and physical 
activity. In some patients, this effect may not be desired. For example, although 
*Stelazine’ has relieved anxiety and, at the same time, anginal pain in patients with 
angina pectoris, a few such patients have complained of increased pain while takin 

*Stelazine’. Therefore, if ‘Stelazine’ is used in angina patients, they should be cheorved 
carefully and, if an unfavorable response is noted, the drug should be withdrawn. 


Hypotension has not been a problem, but nevertheless adequate precautions should 
be taken when the drug is used in patients with impaired cardiovascular systems. 
The antiemetic action of ‘Stelazine’ may mask signs of overdosage of toxic drugs or may 
obscure the diagnosis of conditions such as intestinal obstruction and brain tumor. 


‘Although ‘Stelazine’ has shown very little potentiating activity, caution should be 


observed when it is used in large doses in conjunction with sedatives or depressants. 


CONTRAINDICATIONS: ‘Stelazine’ is contraindicated in comatose or greatly 
depressed states due to central nervous system depressants. 


AVAILABLE: Tablets, 1 mg. and 2 mg., in bottles of 50, 500 and 5000. (Each 
tablet contains 1 mg. or 2 mg. of trifluoperazine, as the dihydrochloride.) Also available, 
for psychiatric patients who are hospitalized or under close supervision: Tablets, 5 mg. 
and 10 mg.,,in bottles of 50, 1500 and 5000. (Each tablet contains 5 mg. or 10 mg. of 
trifluoperazine, as the dihydrochloride.) Injection, 10 cc. Multiple-dose Vials (2 mg./cc.), 
in boxes of 1 and 20. (Each cc. contains, in aqueous solution, 2 mg. of trifluoperazine, as 
the dihydrochloride, 4.75 mg. of sodium tartrate, 11.6 mg. of sodium biphosphate, 
0.3 mg. of sodium saccharin, and 0.75% of benzyl alcohol, as preservative. ) Concentrate 
(for hospital use), 2 fl. oz. bottles (10 mg./cc.), in boxes of 4 and 12. (Each cc. contains 
10 mg. of trifluoperazine, as the dihydrochloride.) 
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A Mental Hospital Makes Inroads into the Community 


By ARTHUR SEALE, M.D., Superintendent 
and RONALD S. PRYER, Ph.D., Chief Psychologist 
Central Louisiana State Hospital 

Pineville, Louisiana 


SYCHIATRY HAS COME A LONG WAY since the turn 
Po the century when a mental hospital was a 
fortress-like structure completely isolated from the 
community. Today, the public no longer thinks of 
the mental hospital as an eerie place where incurables 
live under semiadequate conditions and are kept 
chained to the wall. People are accepting modern 
mental hospitals as institutions where the mentally 
ill are treated medically and inspired and encouraged 
to regain their places in society. 

With new methods of diagnosis and treatment, 
both psychological and organic, we are succeeding 
more than ever in relieving the painful effects of 
mental illness. Far too often, however, the patient 
leaves the hospital hoping to lead a productive, well- 
adjusted life, only to return a few months or years 
later, incapacitated once again. 

In recent years, after achieving reasonable success 
in the treatment and rehabilitation of the mentally 
ill patient, we have turned our attention toward find- 
ing ways of helping him to avoid returning to the 
hospital. In order to accomplish this goal, we are 
exploring virgin territory and planting new concepts 
that we hope will grow into a mature mental health 


program. 


Community Cooperation 


At Central Louisiana State Hospital, we are ven- 
turing beyond the confines of our institution, endeav- 
oring to become an integral part of the community. 
We are gratified to find that, as our working relation- 
ship with the community improves, the biases of 
superstition and ignorance are gradually disappearing. 
With changing attitudes toward mentally ill people 
has come a willingness, on the part of the community, 
to assume some of the responsibility for their care and 
rehabilitation. The task at hand is to make maximum 
use of these changing attitudes and the many com- 
munity resources that are now available. 

Our past expeditions into the community have 
been in the form of strategically located outpatient 
centers, workshops for various professional groups, 
and similar ventures within the 30,000 square mile 
area served by the hospital. These have made com- 
munication between our hospital and the community 
more effective than ever before. Improved communica- 
tion has resulted in better understanding of the 
mentally ill person, making it easier for him to resume 


his life in the community and decreasing his chance 
of rehospitalization. 

Most recently, we have conducted discussion 
groups and educational programs for the relatives of 
our patients. Last year, we sent letters to relatives 
inviting them to attend one of four monthly meetings 
where they would have an opportunity to learn about 
various aspects of mental illness. The main purpose 
of the meetings was to help change the attitudes of 
the patients’ relatives toward mental illness. We were 
concerned because many of our patients who made 
significant advances toward recovery in the hospital 
had to return to the same stress-filled environment 
that had precipitated their illnesses. In many such 
cases, it soon was necessary for them to come back to 
the hospital for further treatment. We hoped the 
meetings would improve this situation. 

The initial response was most satisfactory. Every 
Sunday from 50 to 200 eager relatives, ready to learn 
about the “mysteries” of mental illness, attended the 
meetings. In an all-out effort to dissipate some of their 
misgivings, we had learned professional people tell 
them what we thought they should know. Each meet- 
ing was followed by an audience participation period, 
but, as it happened, there was little response from 
the relatives. 

When attendance began to drop, we made an 
evaluation to search for the flaw in what we had 
believed was going to be a successful program. 
Through conferences with relatives, patients, and staff 
members, we learned that our major mistake had been 


In a relaxing atmosphere, relatives of mental patients question 
an informed panel about the problems of mental illness. 
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to : ll the relatives what we thought they wanted to 
kno'v, instead of touching on some of the questions 
tha: deeply concerned them, personally. At the end. of 
ea‘: meeting, they were so overwhelmed by the knowl- 
ed:e of the “experts” that they were somewhat: shy 
an hesitated to ask questions they feared might be 
regarded as stupid. 


Profit From Past Mistake 


Immediately, we set about trying to correct our 


misiakes. This time we sent another mass invitation 
to our meetings, enclosing a questionnaire designed 
to solicit cooperation in finding the best ways for 
our hospital to serve the needs and interests of rela- 
tives. We left space at the end of each letter so that 
relatives could ask questions they would like to have 
answered about mental health. We received hundreds 
of replies and questions, and the first meeting boasted 
a record-breaking attendance. 


This time our whole approach was different. 
Patients, serving as hostesses, greeted the relatives 
and escorted them to tables accommodating six or 
eight people. Patients served refreshments, and the 
over-all atmosphere was much more relaxed. 


We divided the relatives’ questions into 10 general 
categories: symptoms, therapy, etiology, prognosis, 
rehabilitation, religion, environmental factors, heredi- 
tary factors, and family and community relationships. 
A master of ceremonies read representative questions 
in each category to a panel made up of a psychiatrist, 
psychologist, social worker, psychiatric nurse, and 
chaplain. Each of the panelists commented on the 
questions. Then the MC opened the meeting to ques- 
tions from the floor. This time the response from the 
audience was immediate and spontaneous. 


Questions most frequently asked included: What 
is mental illness? Can it be cured? What causes it? 
What are some of the symptoms? Is it hereditary? 
Does shock treatment help? Why do patients build 
up hate for the ones they formerly seemed to love? 
When speaking to a convalescent patient, should 
we mention his illness or avoid the subject? How can 
we show the patient we want to help? Should we move 
to a new community where no one knows about the 
patient’s illness? 

One of the most avid questioners was a man who, 
with a somewhat belligerent attitude, came alone to 
a meeting several months ago. He was on the grounds 
to visit his wife, who had been returned to the hospi- 
tal for the third time, and came to the meeting only 
after considerable urging by the nurse on duty. 

Later, this man told the staff doctor, “You know, 
I'm sure I must have heard all the things that were 
talked about before, but somehow they never made 
the impact that they did in this meeting. It’s no 
wonder my wife has been coming back to the hospital. 
I've been undermining her confidence in 10,000 dif- 
ferent ways without ever realizing it. I guess I really 
came to the meeting with the-idea of maybe getting 
assurance that there were a great many people who 
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might get along all right inside the hospital, but who 
just couldn’t make it outside. Frankly, I had prepared 
to fight to keep my wife in the hospital from here on. 
Now, I’m going to see if I can’t help her to stay out.” 
Apparently his efforts so far have been successful. 
His wife has not returned. 


For the past six months, the program of family 
meetings has remained essentially the same, except 
for periodic changes in panel members. Attendance, 


- interest, and the number of letters continue to in- 


crease. There is a certain amount of repetition in the 
meetings, but we find that regular attenders do not 
object to this. Perhaps the relatives wisely—even if 
unconsciously—recognize the meetings to be a measure 
of therapy for themselves. 

We believe the program is highly successful now, 
and that we are satisfying, at least partially, the rela- 
tives’ hunger for knowledge about how best to help 
their loved ones. Some relatives are visiting our hospi- 
tal for the first time in years; they are enjoying them- 
selves and taking a greater interest in our patients. 
Staff members, too, are receiving a good deal of 
pleasure from participating in the program. We hope 
that the program’s effects will be reflected eventually 
in a decreased return rate and better adjustment on 
the part of our patients. 


Televised Discussion Periods 


In the very near future these discussion periods 
will be filmed for distribution to television stations 
throughout the state. Using this medium, we hope to 
tell people in our communities what they want to 
know, instead of what we think they should know. 
We believe that, in this way, we will not only get our 
message across, but will also elicit increased aid from 
the community. If citizens believe that we are aware 
of and are providing for their individual needs and 
interests, they are apt to be more eager to help us 
meet our own needs, which are identical to theirs—to 
achieve maximum health for every member of the 
community. 

The time, effort, and money we have spent in 
making inroads into the community probably con- 
stitute the best investments we have ever made. Long 
ago, we realized that the wonders we accomplished 
inside our hospital meant little unless they could be 
communicated to and integrated into the various 
communities. If community efforts do not start before 
those of the hospital are necessary and take up where 
the hospital leaves off, attempts at complete rehabilita- 
tion cannot succeed as they should. Our goal is to get 
communities to realize that people who have be- 
havioral disturbances are their problems and that the 
function of the hospital is to help in the best possible 
way to solve these problems. 

Mental hospitals and communities are certainly 
two groups that urgently need mutual cooperation. 
By working together they can be more successful than 
ever before in defeating the nation’s number one 
health problem. bd 
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GREAT BOOKS 
IN THE 


BERNARD L. DIAMOND, M.D. 
San Francisco, California 


LONG TIME AGO I was audacious enough to com- 
pile a list of the 10 greatest books in the history 
of psychiatry. The difficulty is that I no longer agree 
with my own list. I have revised it innumerable times. 
It would be easy to select the 100 greatest books on 
psychiatry. But 10—and 10 only? 

How should one decide? Should the books be 
those authored by the 10 greatest psychiatrists? The 
10 most representative of our specialty? The 10 most 
widely read books? Or should they be the 10 books 
that have made the greatest contribution to our 
knowledge of psychiatry? And how does one weigh 
one contribution against another? 

Of course, there is no answer to these questions. 
But if you, the reader, will accept my list in the spirit 
of a historical game —a bibliophilic pastime —I will 
try once again. But remember, it is likely that I will 
change my selections even before you have reached 
the end of this column. 

Here, I have chosen the 10 books which I believe 
were most influential in the historical determination 
of the Gestalt of mid-twentieth century psychiatry. 
With all our dissensions and “schools,” the 1961 psy- 
chiatrist shares with his colleagues a common matrix 
of scientific knowledge, humanitarian interest, and 
clinical skill in healing the mentally ill. Our similari- 
ties are greater than our differences. Therefore, I have 
selected the great books that shaped our profession 
as we know it today — the books that set the sturdy 
foundation upon which all else in psychiatry is but 
a superstructure. 

It is convenient to my purpose to separate the 
two main themes of psychiatric history: first, its classi- 
cal theme as a branch of medicine with categories of 
mental diseases to be defined in anatomical, patho- 
logical, and physiological terms; and the theme of 


* Revised version of a column that appeared originally 
in the February 15, 1961 issue of the Newsletter of the 
Northern California Psychiatric Society. 


HISTORY OF PSYCHIATRY“ 


medical psychology with its emphasis upon mental 
and emotional experience as the cause of disease, and 
dynamic psychotherapy as the remedy. (Suggested by 
my bibliophilic colleague, Dr. Norman Haskell, who 
is responsible for the selection of some of the books 
on this list.) Of course, this separation is artificial, 
and, perhaps, destroys historical continuity. Themes 
in history are never easily traced; they are more like 
the intricate, intertwined helices of the protein mol- 
ecule. But to get on with the list. . . . 


Classical Psychiatry 


1) Weyer, Johann (1515-1588) De praestigiis daemo- 
num. Basilieae, J. Oporinum, 1563. 

Zilboorg calls Weyer “the founder of medical psychi- 
atry.” This book asserts, for the first time, that the 
witches who are burned at the stake are only harm- 
less, senile, delusional, melancholic, old women. 

2) Pinel, Philippe (1745-1826) Traité médicophiloso- 
phique sur Valiénation mentale ou la manie. Paris, 
Richard, Caille & Ravier, ann IX (1801). 

Pinel unchained the insane at Bicétre and it was his 
book which gave the great impetus to the humani- 
tarian revolution of the treatment of the mentally ill. 
3) Tuke, Samuel (1784-1857) Description of the Re- 
treat, an institution near York for insane persons of 
the Society of Friends. York, W. Alexander, 1813. 
This description of the Retreat, founded in 1792 by 
Tuke’s grandfather, set the pattern for all good men- 
tal hospitals of the future. The Retreat was the orig- 
inal therapeutic community. 

4) Kraepelin, Emil (1856-1926) Einfiihrung in die 
psychiatrische Klinik. Leipzig, J. A. Barth, 1901. 
Kraepelin’s classification of mental disease was a giant 
step forward. Before Kraepelin, all psychiatric nosol- 
ogy was as primitive as the four humors of Hip- 
pocrates. Kraepelin introduced the diagnoses of de- 
mentia praecox and manic-depressive psychosis and 
gave their clinical differentiation. 


‘ 
7 
| 


5) » euler, Eugen (1857-1939) Dementia praecox oder 
die ‘:ruppe der Schizophrenien. Leipzig, Wien, F. 
Deu icke, 1911. 

Bleuler coined the word schizophrenia. Nine tenths 
of ail that we know about schizophrenia is contained 
in this book which marks the fusion point of psycho- 
analytic psychiatry with classical psychiatry, since 
Bleuier was much influenced by Freud’s theories. 


Psychotherapeutic Psychiatry 


6) Mesmer, Franz Anton (1734-1815) Mémoire sur la 
découverte du magnétisme animal. Genéve, Paris, 
P. F. Didot le jeune, 1779. 
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came interested in the problem of hysteria. Charcot 
died in 1893. In the same year Breuer and Freud pub- 
lished the first paper on psychoanalysis: “Uber den 
psychischen Mechanismus hysterischer Phanomene.” 
Although the world did not yet know it, medical psy- 
chology moved, in 1893, from Paris to Vienna. 

10) Freud, Sigmund (1856-1939) Die Traumdeutung. 
Leipzig, Wien, F. Deuticke, 1900. 

The “Interpretation of Dreams” is the center of all 
psychoanalytic theory and practice. Freud’s greatest 
book, it was actually published late in 1899. The pub- 
lisher could not resist the temptation to date it for- 
ward into the new century. . 


Whether one looks upon Mesmer 
as a charlatan or genius, one can- 
not deny that the historical roots 


of psychoanalysis and modern psy- 
chotherapy lead directly back to 
his animal magnetism. 

7) Braid, James (1795-1860) Neu- 
rypnology, or, the rationale of nerv- 
ous sleep. London, J. Churchill, 
1843. 

Braid introduced the word hypno- 
tism. His theories became the foun- 
dation of the French school of hyp- 
notism and psychotherapy by sug- 
gestion. 

8) Liébeault, Ambroise Auguste 
(1823-1904) Du sommeil et des 
états analogues. Paris, Victor Mas- 
son et fils, 1866. 

Liébeault founded the Nancy 
school and was the teacher of Bern- 
heim. He was a country doctor 
who experimented widely with the 
use of hypnosis and suggestion. 
Liébeault was the first to knowing- 
ly substitute psychotherapy for 
hypnosis. Copies of his book are 
rare and little known to historians. 
Only one copy was sold when the 
book was published. Yet its influ- 
ence upon Bernheim, Charcot, and 
Freud was immeasurable. 

9) Charcot, Jean Martin (1825- 
1893) Lecgons sur les maladies du 
systeme nerveux faites a La Sal- 
pétriére. 3 Vols. Paris, A. Dela- 
haye, 1872-87. 

Charcot and his disciples at Sal- 
pétriére wrote so many books of 
importance in the history of psy- 
chiatry and neurology that it is im- 
possible to single out one as the 
book. These volumes of lectures 
are representative of Charcot’s 
work. Charcot developed the 
French school in its ultimate flow- 
ering. Freud came to Salpétriére to 
study and it was here that he be- 
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VOLUNTEERS AS 
PSYCHIATRIC 
RESEARCHERS 


By ROBERT J. WOLFF, Ph.D.* 

Associate Clinical Professor of Social Psychology 
George Williams Hooper Foundation 
University of California Medical Center 

San Francisco, California 


¥ “the helping professions,” the use of volunteers— 
even relying on them—is not new. However, the 
contributions they made to the recently terminated 
Minnesota Follow-up Study are unique in many ways. 
A corps of trained volunteer-interviewers provided all 
of the research data for the study by regularly inter- 
viewing a sample of more than 200 patients discharged 
from a state hospital and their families. 

The Minnesota Follow-up Study, administered by 
the State Department of Public Welfare, was support- 
ed by a grant from the National Institute of Mental 
Health. It was conceived as a demonstration project 
with a dual purpose: (1) to evaluate the effectiveness 
of predischarge planning and follow-up care in terms 
of the post-hospital adjustment of patients, and (2) to 
record community factors that militate for or against 
adjustment. 

The nature of the problems to be investigated 
and, to a lesser extent, the nature of the sample popu- 
lation ruled out the use of questionnaires sent through 
the mail to be filled out by the subjects. We thought 
we could obtain more reliable and meaningful evalua- 
tions from personal interviews. Also, an interviewer 
could track down a subject—who might disregard an 
impersonal letter—and often induce him to cooperate. 

We decided to use volunteers primarily because 
we thought that there would be inevitable bias in 
evaluations made by staff members. It would be al- 
most impossible for staff members to be objective 
while interviewing patients with whom they had case- 
work relationships. 

It is true that, at first, some of the professional 
staff believed that such an important task should be 
performed only by dedicated professional people. We 
were all too aware that the quality, accuracy, and vali- 
dity of the interviews would be vital to the success of 
the study. Our initial apprehension, however, was re- 


*Dr. Wolff was formerly associated with the Minnesota 
Follow-up Study as project psychologist. 


placed by complete reliance on the volunteers, who 
did a professional job—and did it well. 


We carefully selected the volunteers. All had con- 


siderable education and experience and many had 
backgrounds in social work, nursing, psychology, and 
related fields. Some volunteered through the Ameri- 
can Association of University Women, an organization 


that is active in the mental health field. In a very real 
sense, the volunteers were as “professional” as our staff 
personnel, although they were not on the payroll. 

We organized our volunteer training program into 
about ten sessions. In some cases, these sessions were 
compressed into five days, with one held each morn- 
ing and one each afternoon; they were real work ses- 
sions, lasting up to three hours without interruptions 
or breaks. We gave the volunteers a fairly thorough 
professional orientation in addition to training them 
in specific skills because we knew that the success of 
their later performance would be related directly to 
their training. The orientation program included 
stimulating discussion about psychopathology, ques- 
tionnaire construction, interviewing techniques and 
ethics, etc. All interviewers acquired a “research 
orientation,” which was amply illustrated in their sub- 
sequent work. 


Supervision Encouraged Workers 


After the initial series of training sessions, we 
maintained continuous supervisory contact with the 
interviewers. This informal supervision encouraged 
the volunteers’ best performance and communicated 
the staff's acceptance of them as colleagues. 

The pre-coded questionnaires required consider- 
able interviewing skills in establishing rapport, elicit 
ing answers, and interpreting content on-the-spot. At 
all times the interviewers had to be completely non- 
committal; they could not influence the interviewees, 
and yet they had to communicate their competence, 
trustworthiness, and willingness to listen. 

The interviewers worked an average of six hours 
a week. After receiving their weekly assignments, they 
arranged times and places for their interviews. In 
preliminary studies, we found that there did not seem 
to be a preferred way of arranging for an interview; 
we had about equal success in contacting a subject by 
letter, by phone, or at home without prior warning. 
We gave the interviewers sufficient information about 
each case so that they could determine the most de- 
sirable method of approach. Frequently, they had to 
conduct interviews in the late afternoon or evening be- 
cause subjects or “centrally concerned others” worked 


_or were otherwise unavailable during the day. Our 


delegation of this “approach” responsibility illustrated 
our complete confidence in the interviewers. 

As we expected, there were problems related to 
the approachability of interviewees. We have reason 
to believe, however, that the volunteer interviewers 
did not “lose” any more interviews than paid profes 
sional people would have lost. 

There were other problems. A few volunteers 
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left, «ither because they discovered that they were un- 
able or unwilling to do this kind of work or because 
they moved out of the area. Many went out of town 
for the summer or, for other reasons, were unable to 
take on a consistently full work load. This meant that 
we had to attract new volunteers almost continually, 
plan new orientation courses from time to time, and 
arrange for other volunteers to take over temporarily. 

Nonetheless, the volunteers did a remarkably skill- 
ful job in handling these highly structured interviews. 
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We hope that our enthusiastic experience with 
volunteers in a professional “job” may stimulate others 
to provide similar opportunities elsewhere. In view 
of the current emphasis on psychiatric research, it is 
practical to consider the use of trained volunteers in 
getting the job done more swiftly and completely. 
When volunteers are employed to help with projects 
such as the Minnesota Follow-up Study, they do not 
compete with staff personnel or threaten their jobs; if 
anything, volunteers reduce pressure on the staff and 


None of them had had previous training or experience 


in this kind of interviewing, al- 
though most were trained and ex- 
perienced in dealing with people. 
It was highly gratifying to learn 
that, in our materialistic society, it 
is possible for people to do difficult, 
disciplined, continuously super- 
vised, and regular work without 
any of the customary material re- 
wards. The volunteers’ continued 
efforts proved their deep and last- 
ing motivation. 

What other kinds of rewards 
did they receive? Their own com- 
ments indicate that they found 
most gratification in doing a pro- 
fessional job well. All of the vol- 
unteers were intelligent women— 
many holding college degrees— 
who found satisfaction in using 
their talents and capacities in a 
professional setting for an institu- 
tion that had high professional 
prestige. All of them were socially 
active, both before and after they 
volunteered for the study. 

Some volunteers made consid- 
erable sacrifices to participate in 
the Minnesota Follow-up Study. 
They often had to hire baby sitters 
for the day so that they could travel 
100 miles to do an interview. Those 
who did not have cars arranged to 
be driven to their interviews. They 
were surprised when we suggested 
that it was only fair for us to re- 
imburse them for gas, at least; they 
wanted us to understand that they 
did not expect reimbursement. 

It should be of considerable 
interest to all who work and rely 
upon volunteers to know that, ap- 
parently, there are a number of 
people in each community who 
need the gratification of doing a 
professional job. The rigorous re. 
search interviewing for the stucly 
did not necessarily replace our vol- 
unteers’ other civic interests. and 
activities; many continued to be as 
active as ever. 


supplement their work in invaluable ways. ° 
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NURSING 
ROUTINES: 
MASTERS OR 
SERVANTS? 


By T. AYLLON, Ph.D. 
Behavior Research Project 

and L. RYDMAN, R.N. 
Nurse Supervisor 

The Saskatchewan Hospital 
Weyburn, Saskatchewan, Canada 


A. N. Whitehead. “It is the seventh heaven 
of business, the essential component in the success of 
every factory, the ideal of every statesman. The 
social machine should run like clockwork . . . it is 
the beginning of wisdom to understand that social 
life is founded upon routine.” 

Routine, however, like alcohol, is a good servant, 
but a poor master. Recently, when we were attempt- 
ing a research project on a 40-bed women’s ward 
we found that the established ward routines left in- 
sufficient time for the nurses to collect the records of 
patients’ behavior which we needed for the study. 
Upon careful examination, we discovered that the 
existing routines, far from facilitating ward adminis- 
tration, were actually limiting, not only the patients’ 
activities, but the nurses’ too. 

Many of the established procedures were hallowed 
by 20 years or more of use; some were older than 
many of the nurses and a few of the patients. Nurses 
could rarely explain the purposes of the procedures 
they followed, and when pressed to do so, became 
flustered and exhibited irrational fears. The very 
esoteric nature of the routines and their great age 
apparently invested them with a magical quality. 
They had become ritual, serving no useful purpose, 
but nurses were afraid that something awful would 
happen if they were changed. 


|e Is THE Gop of every social system,” said 


1Whitehead, Alfred North: Adventures of Ideas, Pen- 
guin Books, 1948, p. 111. 


In an effort to determine exactly what procedures 
nurses did follow, we instructed them to report on 
their own work every 30 minutes. Within a few days, 
we had sufficient information to plan needed changes 
that would enable the nurses to carry out the research 
procedures as well as their normal nursing activities, 
The changes were possible because the senior author 
of the paper had carte blanche to carry out the re- 
search project, and the ward administrator is a nurse 
responsible for the autonomous administration of her 
ward. 

There are five main routines: bathing patients, 
getting them up and putting them to bed, serving 
their meals, giving medication, and general adminis. 
trative procedures. Despite overlapping, we shall 
discuss these routines separately for the sake of sim- 
plicity. 


Every Night is Bath Night 


Every patient had at least one bath a week, usu- 
ally on Friday or Saturday, in the morning or early 
afternoon. Since the largest number of nurses were 
on the morning shift (7 a.m. to 3 p.m.), they were 
supposed to be responsible for the bathing chore. How- 
ever, it sometimes took all day because of constant 
interruptions—treatments, meals, visiting hours, etc. 
The nurses tried to bathe all of the patients at the 
same time in assembly-line fashion, which resulted in 
much pushing and shoving and an occasional accident. 

Under the revised routine, patients have their 
baths about 8:30 p.m., just before going to bed. Nurses 
only help those who refuse to take a bath at reason- 
able intervals. Bathing takes place every night, and 
only a third of the previous supervision is needed. 

Before the change, many nurses said that night 
bathing would disturb and upset ward administra- 
tion. A few thought that there were not enough night 
nurses to cope with disturbances. It is true that some 
patients were upset for a few days. One asked a nurse, 
“Are you crazy, bathing us this time of night?” But 
within ten days, everyone had settled down to the 
new plan, and there has been no further trouble. A 
nurse recently commented that patients like to bathe 
at night. 

Under the old regime, lights-out was at 9 p.m., 
and we expected the patients to be in bed. However, 
nurses spent much time and effort coaxing them, un- 
dressing them, and even forcing them to retire. After 
lights-out, we found patients sitting in chairs, walking 
around, or lying on couches. Finally, we abandoned 
the arbitrary bedtime, and let patients retire when 
they wanted to without coaxing them or offering them 
physical assistance. We advanced the curfew to Il 
p-m., and let the patients alone, permitting those 
who were still up to sleep in chairs or walk around 
the ward. 

Nurses had feared that under this less rigid sys 
tem, many patients would stay up all night and, 
perhaps, wander around shouting, smashing furniture, 
and generally creating an uproar. However, by II 
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when 


p.m ‘0 per cent of the patients were in bed; about 
50 psr cent went to bed at 9 p.m.—the old time. The 
few vho did stay up all night tried to sleep during 
the ‘ollowing day, but since loud noises, furniture 
mo\ ing, and the activities of others kept them awake, 
the, were often the first to go to bed that night. 

Previously, patients were called 30 minutes before 
a meal, and were expected to get to the dining room 
witi\in this time. Staff spent the half hour calling 
patients, coaxing them, hunting for them, and if neces- 
sary, forcibly bringing them to the dining room. Pa- 
tients who refused to eat for more than two or three 
days were fed with a spoon or tube. 

Under the new routine, nurses call the meal, but 
allow patients to go to the dining room of their own 
volition. Within two weeks, 80 per cent were arriv- 
ing on schedule. Those who didn’t went without 
eating for varying periods, but most were having reg- 
ular meals again within three to five days. No food 
is available on the ward except in the dining room 
at mealtimes, but the ward has a drinking fountain. 
We weigh each patient weekly, and if one shows a 
sudden weight loss, she is watched carefully for signs 
of dehydration. 


Nurses Worried over Meals and Medications! 


This was the change that worried the nurses most. 
They thought it was cruel not to help the patients; 
some feared they might starve themselves to death. 
They felt that we had abandoned the fundamental 
principles of psychiatric nursing. Once again, how- 
ever, their fears were mostly unfounded. There were 
no harmful consequences, and the nurses began to 
realize that many patients who had seemed to depend 
upon help to get to the dining room could very well 
get there under their own steam. 

We used to give medicine three or four times a 
day—one hour before meals and sometimes again at 
8 p.m. The nurses took: prepared medications to the 
ward, and after a preliminary call of “Medications, 
ladies,” called each patient by name. Some patients 
gave no sign that they had heard. The nurses had 
to call, coax, and remind them, and supervise each 
one to make sure she had swallowed her dose. In 
spite of the fact that about two hours of nursing 
time was involved each day, some patients still had 
to have their medicine mixed with their food be- 
cause they spat it out. 

Patients now receive their medicine after each 
meal as they leave the dining room. (Should they miss 
a meal, a nurse is assigned to make sure they get the 
medication.) We find that patients need less persua- 
sion and supervision and that less nurse and patient 
time is required to complete the medication procedure. 

Between 40 and 50 per cent of the nurses’ day 
had been spent doing such tasks as sorting laundry, 
writing monthly progress reports on patients, enter- 
ing laboratory reports and weights on charts, copy- 
ing medical orders on patients’ files, recopying medi- 
cation and treatment lists, and preparing requisition 
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lists to replace worn-out clothing and get the new 
ward supplies. These duties fell to the day shift, and 
the supervising nurses double-checked them. The 
nurses were overworked, and little time remained for 
them to work directly with patients. 

These duties and much of their supervision have 
been transferred to the night shift, leaving the day 
shift more time to spend with patients. The super- 
vising nurse, relieved of her double-checking respon- 
sibility, supervises both nursing routines and the new 
research procedures. The nurses themselves like the 
change: the day shift can do more “real nursing,” 
and the night shift is glad to have something useful 
to do during the long, lonely hours. 

In any large organization, routines are neces- 
sary and inescapable, but they can easily become an 
end in themselves. When this happens, they hamper 
rather than help efficiency. Routines may become so 
old and comfortable that we forget their purpose— 
to make it easier to achieve certain goals which are 
reformulated from time to time. Once a year, our 
routines might profit by a good spring-cleaning. We 
should discard those which no longer serve our pur- 
pose and replace them with better ones. Only thus 
can we be sure that ward routines will assume their 
proper role as the useful servants of patients and 
nurses, not dictators which make our tasks more 
difficult. 


More Vitamin C than in Fresh 
or Frozen Orange Juice! 


ORANGE BREAKFAST DRINK 
GRANULES 


OELUKXE INSTANT 


Each 4-oz. serving contains more .° 
than 70 milligrams of Vitamin C. -° 


V Nothing to add but water Pg 
<V High Nutrition—Low Acidity 


So easy to prepare! A 2-Ib. 
vacuum-packed tin of the 
new Lasco Orange Break- 
fast Drink Granules 
and 2 gallons of water ® 
make 69 four-ounce 
servings ... deli- 
cious, nutritious 
and economical! 


And Your Old Favorites 
DELUXE 
FROTHY 
GRANULES 


e —in 15 delicious flavors (Orange, 
° Lemon, Lime, Grape, Pink Lemon, 
Fruit Punch, Orange Pineapple, etc.). 

An 8-oz. serving contains 30 milligrams 

of Vitamin C (and 4000 U.S.P. Units of 

details! .*° Vitamin A in some flavors). The 10-oz. jar 

* makes 7 gallons of beverage for less than 

2¢an 8-oz. glass! 


WRITE” 


ALLEN FOODS, INC. 
Finer Foods for Hotels and Institutions 
4555 GUSTINE « ST. LOUIS 16, MISSOURI 
Visit our Booth #15 
Mental Hospital Conv. 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


“It is almost always preferable, however, to merely add oral 
AKINETON... since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 

single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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FILM 
REVIEWS 


PSYCHIATRIC ‘TECHNIQUES 
FOR THE FAMILY DOCTOR 
(black and white, 55 minutes). Pro- 
duced by CIBA in cooperation 
with the American Academy of 
General Practice. Available on a 
free loan basis from the following 
branches of Ideal Pictures: 233 W. 
42nd St., New York, N. Y.; 58 E. 
South Water, Chicago, IIl.; 18 S. 
3rd St., Memphis, Tenn.; and 1840 
Alcatraz Ave., Berkeley, Cal. 

As its title implies, this kinescope 
of a closed circuit telecast is in- 
tended for only one audience— 
physicians in general practice. It is 
appropriate to review it in this 
publication, however, because of 
the increasing involvement of men- 
tal hospital staffs with psychiatric 
orientation programs for physi- 
cians. Unlike most of the films re- 
viewed each month, this one would 
not be useful for inservice train- 
ing of nurses and aides; the cases 
shown are unlikely to turn up in a 
mental hospital and the interview- 
ing techniques are intended only 
for a physician’s use. 

The late Dr. Robert Matthews, 
former Professor of Psychiatry at 
Jefferson Medical College in Phila- 
delphia, Pa., opens the film by com- 
menting on the physicians’ grow- 
ing interest in mental disorders. 
He describes situations, normally 
requiring referral of patients to 
psychiatric services, in which it is 
often possible for the GP to person- 
ally administer a limited kind of 
psychotherapy. To illustrate such 
cases, he introduces Dr. B. Wheeler 
Jenkins, who interviews three pa- 
tients with emotional disturbances, 
none of whom required psychiatric 


referral. The cases include an older 
man with colitis, and a biologically 
and _ psychologically inadequate 
young man. During each interview, 
Dr. Matthews, the moderator, writes 
helpful clues and notes on a black- 
board. These messages are super- 
imposed on the image of the pa- 
tient so that the continuity of the 
interview is not interrupted by the 
commentary. This simple device 
works very well, especially when 
Dr. Matthews wants us to note the 
patients’ nonverbal communication. 
It also helps to make us aware of 
the patients’ moments of insight. 

Dr. Jenkins’ interviewing is 
skillful and imaginative and con- 
veys the impression that certain 
patients can benefit enormously 
from time given to them by an un- 
derstanding physician. Without 
delving deeply into psychodynamics 
or theory, Drs. Matthews and Jen- 
kins effectively demonstrate possi- 
ble kinds of psychotherapy the 
physician can give to patients who 
require it. In a concluding col- 
loquy, they emphasize the need for 
more psychiatric training oppor- 
tunities for the GP. 

“Psychiatric Techniques for 
the Family Doctor” is a highly in- 
formative and interesting film and 
should be useful to its intended 
audience. It is a unique contribu- 
tion to the psychiatric orientation 
of the physician. 


Preview of Institute Films 


Several films illustrating psychi- 
atric care abroad will be shown 
along with new domestic films at 
the 13th Mental Hospital Institute 
in Omaha. Although the final pro- 
gram has not yet been set, films are 
now being selected by staff mem- 
bers of the Mental Health Ma- 
terials Center, film consultants to 
the APA Mental Hospital Services. 
Among the foreign entries likely 


to be seen are a film showing treat- 
ment of the mentally ill in Japan, 
one on a day-care facility for men- 
tally disturbed children in Eng- 
land, and another about Belgium’s 
famed community, Gheel. Defi- 
nitely scheduled is a new British 
film, “Understanding Aggression,” 
which approaches the problem 
from the standpoint of psychiatric 
nurses and aides. Canadian men- 
tal health films are too familiar to 
American audiences to be called 
“foreign,” but it is probable that 
several from the series, “The Dis- 
ordered Mind,” will be shown with 
the foreign group. Another possi- 
bility from across the border is a 
film showing the medical uses of 
hypnosis. 

In deference to the current 
interest in psychiatric training pro- 
grams for the physician in general 
practice, a special group of films 
will be scheduled for viewing by 
mental hospital personnel who are 
engaged in planning such pro- 
grams. This group will include 
films on anxiety, on psychiatric 
techniques for the family doctor, 
and on depression in general prac- 
tice. 

New American films on the 
vocational rehabilitation of the 
mentally ill, on day-care centers for 
the mentally deficient, and on the 
open hospital are also being con- 
sidered for the Institute. As in the 
past, all of the films will take place 
on Tuesday, Wednesday, and 
Thursday mornings before the In- 
stitute’s sessions begin. In addi- 
tion, there will be afternoon show- 
ings on Tuesday and Wednesday 
from 4:30 to 5:30. Staff members 
of the Mental Health Materials 
Center will be available for con- 
sultation on the use of mental 
health films by mental hospital 
personnel. 


Jack NEHER 
Mental Health Materials Center 
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Diaparene’ ANTI-BACTERIAL PREPARATIONS 


raise everybody’s morale by reducing bedsores and od 


You can prevent the worst effects of incontinence, and improve the morale of both 
personnel and patients with a regimen of DIAPARENE Anti-bacterial Preparations. 
You’ll find that unpleasant odors diminish, skin excoriations and bedsores heal. Shov- 
lain et al.* reported healing of these disorders and marked reduction in ward odors 
when DIAPARENE Preparations were used in a group of 260 incontinent patients. 
DIAPARENE Preparations contain an antibacterial concentration of the safe antiseptic 
methylbenzthonium chloride. Used on bedclothes, garments, and the .patient’s skin, 
they inhibit the action of urea-splitting bacteria which release excoriating, odorous. : 
ammonia. 


For prophylaxis and treatment of Ammonia Dermatitis, Ulceration, and Bedsores 


Diaparene Antiseptic Surgical Solution should be added to the final rinse of all linens 
for incontinent patients. 


Diaparene Anti-bacterial Powder should be dusted on irritated areas, giving par- 
ticular attention to pressure points. Dust freely on bed linens. 


Diaparene Anti-bacterial Ointment (Water-miscible) promotes rapid healing of am- 
monia dermatitis by combined emollient and anti-infective action. 


Diaparene Anti-bacterial Peri-Anal® Creme (Water-repellent) provides a barrier 
against irritations. Aids healing in decubitus ulcers and dermatoses caused by fecal 
incontinence. 


For information on the use of DIAPARENE for bedridden and incontinent patients, 
write to: 


Diaparene Products Division, Breon Laboratories Inc., New York 18, N. Y. 
ies Subsidiary of Sterling Drug Inc. 


*Shovlain, F. E.; Brown, R. W.; Delaney, G. A.; and Lelli, F. Ps Hospitals 33:61 (June 1) 1959. 
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BOOK 
REVIEWS 


cO‘iMUNITY AS DOCTOR 
—by Robert N. Rapoport, Ph.D., 
Springfield, Ill., Charles C Thom- 
as, 1960, 325 pages, $9.75. 

This is a first-hand description and 
analysis of the pioneering work of 
Maxwell Jones and his colleagues 
at Belmont Hospital, England. The 
author, an anthropologically 
trained social scientist, spent four 
years studying the “therapeutic 
community” created in Belmont’s 
Social Rehabilitation Unit. From 
this vantage, he presents a clear, 
coherent review of the Unit's or- 
ganization, function, and motivat- 
ing ideology. In his evaluation of 
the Unit’s techniques and effective- 
ness, Rapoport supplements his 
own insight with that of such 
people as Caudill, the Oplers, Stan- 
ton and Schwartz, Hollingshead 
and Redlich, and Leighton, who 
have been engaged in _ related 
studies in the United States. The 
book is the most comprehensive 
case study ever printed about 
social psychiatry in action. 

Those interested in applying 
therapeutic community principles 
in their hospital units will find this 
work to be the best guide available. 
In addition to the specific case pre- 
sented, a summary chapter lists and 
discusses some 30 general postu- 
lates useful in organizing patient- 
activities and in relating the 
patient and his prognosis to the 
external society. 

Rapoport assigns one chapter 
and considerable emphasis to a con- 
ceptual distinction between treat- 
ment and rehabilitation. He notes 
the problems that arise from con- 
fusing the two. Treatment has to 
do with alteration of the person- 
ality toward better intrapsychic in- 
tegration; rehabilitation is con- 
cerned with demands of an on- 
going social system. 

An underlying premise of a 
treatment frequently assumes that 
a well-integrated personality will 
adjust to an ongoing social system, 


while a premise of rehabilitation 
frequently assumes that an indivi- 
dual adjusted to the social system 
has a well-integrated personality. 
Treatment .integrates and reha- 
bilitation adjusts the patient. This 
is fine, except that the procedures 
of one often violate those of the 
other. 

The author suggests a clearer 
separation of patients and pro- 
cedures into those for treatment 
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and those for rehabilitation. Per- 
haps, though, we first need to go 
back and re-examine the relation- 
ship between social adjustment and 
integrated personalities. We need 
some definitive answers to what 
sorts of social systems tolerate what 
levels of intrapsychic integration. 
Then the clinical conflicts between 
treatment and rehabilitation might 
disappear in the face of rephrased 
problems. 


appearance. 


wih NOVATRAZ’ 


a modern approach to an ancient art 


Get up-to-date on flooring! Use Novatraz, a new, 
improved terrazzo type flooring for busy institutions. 

All of the fine, inherent, timeless qualities of terrazzo are 
retained plus a series of new, improved properties 
important to institutions. For instance, Novatraz is... 


@ Tough, easy to maintain, has an attractive, colorful 


@ Applied in a thin coat—reduces floor weight, cuts costs. 
@ Has a built-in resilience that is quiet and easy on the feet. 
e@ Has a remarkable resistance to oils, fats, greases, acids 
and other chemicals including urine. 
e Can be installed over most existing sub-floors—has 
its own adhesion. 
@ ls fire-resistant—will not support combustion. 


: Investigate Novatraz now! Write for new descriptive 
folder plus the name of the franchised applicator 
nearest you. Address— 


SELBY, BATTERSBY & CO. 
5220 Whitby Avenue, Philadelphia 43, Pennsylvania 
1115 East 30th Street, Baltimore 18, Maryland 
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Maxwell Jones, in the book’s 
introduction, suggests that it would 
be desirable to use more refined 
criteria to evaluate the Unit's work. 
The reader may wish to know more 
about the follow-up studies of dis- 
charged patients. While these short- 
comings detract from the book's 
value, many points of excellence 
overshadow the deficiencies. 


MENTAL HEALTH IN THE 
UNITED STATES: A FIFTY- 
YEAR HISTORY—by Nina 
Ridenour, Ph.D., Cambridge, Mass., 
Harvard University Press, 1961, 
140 pages, $3.50. 

The 140 pages of this little book 
are each packed with meaningful 
phrases which tell a fascinating 
story in a simple, concise style. As 


Rosert E. Pacer, M.A. 
Winston-Salem, N. C. 


William James said of Clifford 
Beers’ autobiography, “It reads 


for 

social and 
emotional 
improvement 


in senility 


GLUTAVITE 


cerebral tonic 
reduces nursing care 


restores ability for self-care 


The typically senile, or even the “hopeless . . . emotionally and intellec- 
tually deteriorated, elderly long term hospitalized schizophrenic patients”’ 
responded to L-Glutavite.' 

There was improvement @ in grooming @ in eating habits @ in ward 
behavior @ in social activity @ in health 

A minimum of nursing care was needed and this was “‘on a level that can 
be performed in a nursing home or by nonmedical personnel . . . thus 


relieving the overburdened hospital facilities and the short supply of 
nursing personnel for more acute and demanding situations." 
L-GLUTAVITE supplies adequate amounts of monosodium I-glutamate, 
readily absorbed, appearing in the circulation as glutamic acid, necessary 
for significant cerebral metabolic functions. It also provides niacin for vaso- 
. dilation and other B vitamins to enhance enzymatic oxidation. L-Glutavite 
is also useful in conjunction with antidepressants and tranquilizers. 


L-Glutavite may be readily administered in tomato juice, soup, milk or 
other liquids. Patients freely accept it. Literature on request. 


1. Fincle, L. P., and Reyna, L. J.: J. Clin. & Exper. Psychopath. 19:7 (Mar.) 1958. 


CROOKES-BARNES Laboratories, Inc., Wayne, New Jersey 


like fiction but is not fiction.” The 
author illustrates her facts by many 
stories and weaves them all to- 
gether into an astonishing and en- 
thralling true tale. 

The book is a history of the 
mental health movement in the 
United States, which has as its 
theme the development of the Na- 
tional Committee for Mental Hy- 
giene; the committee, born in Con- 
necticut in 1908, is the sturdy an- 
cestor of today’s National Associa- 
tion for Mental Health. The lead- 
ership, the support, and the 
patience of this national group 
were the ingredients that have 
instigated progress, until today 
there is a Mental Health Section 
of the World Health Organization, 
a World Psychiatric Association, 
and the U. S. Government’s Na- 
tional Institute for Mental Health. 

The author, delineating the 
history of the movement, traces its 
contributions to the changing con- 
cepts of hospital treatment, to the 
acceptance of psychiatry by the 
public, and to the changing at- 
titudes of the community toward 
the mental health movement and 
toward mentally ill people. 

It is an honor to review this 
excellent book. It will be of in- 
terest to everybody, but is particu- 
larly recommended to those con- 
cerned with mental health pro- 
grams, whether they are physicians, 
hospital employees, patients, or 
their families. 

Davip C. Witson, M.D. 
Imola, California 


READERS’ 
FORUM 


A Hosprrat Farm Is WHAT 
You Make It 


This is prompted by the article 
written by Joseph W. Risk in the 
June 1961 issue of Mental Hospi- 
tals. 

There must be many areas 
where the setting of the hospital 
would make a farm operation use- 
less, but our hospital, Columbia 
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Couniy Hospital in Wyocena, Wis- 
consi, is in a rural setting. Most 
of our men patients find it natural 
to hcip out on the farm in some 
way, according to their preference. 

Our farm provides milk, meat, 
eggs, vegetables, berries, and other 
fruits for 340 mental patients and 
76 aged persons in the County 
Home. The hospital kitchen cans 
the surplus berries, rhubarb, to- 
matoes, and cucumbers. We pro- 
duce Grade A milk for our own 
consumption. 

Our farm manager consults 
with the cooks to determine what 
kinds of vegetables we will plant 
and use. When we have surplus 
vegetables, the local stores and even 
local-market gardeners purchase it. 
Far from competing with local 
growers, we are helping them. 

It seems to me that over- 
crowded patients’ quarters as op- 
posed to roomy pastures should be 
blamed on the over-all administra- 
tive philosophy of the hospital or 
hospital system. All of our 35 small 
county hospitals have very ade- 
quate food handling facilities, in- 
cluding good mechanical dish- 
washers. Our sleeping facilities are 
better than those described in 
Lynchburg; patients may select 
their own colors for the dormito- 
ries. We also provide cheerful day- 
rooms, porches, and sitting areas 
off the wards. 

When a man accepts the re- 
sponsibility of administering a men- 
tal hospital, he also accepts the re- 
sponsibility for putting patient care 
and welfare above everything else. 
There is no need to neglect im- 
provements needed for the patients 
simply because the hospital also 
operates a farm. 

Joun A. Borup 
Superintendent 


PROTECTING THE PSYCHIATRIC 
CHART 


In response to the editor’s request 
for comments on the subject of con- 
fidentiality, the psychiatric record 
is of deep concern to all staff mem- 
bers of the Western Psychiatric In- 
stitute and Clinic, Pittsburgh, Pa. 
Because of this concern, we do not 
feel that standard forms of per- 


mission for release of medical rec- 
ords are applicable to psychiatric 
records. 

The extremely personal nature 
of the content postulates an obliga- 
tion upon us to give this chart the 
maximum protection. Even though 
the patient may have authorized 
the release of data, he might not 
do so at a less stressful stage of his 
illness. In his existing condition 
he may not comprehend the depth 
and meaning of the information he 
is about to make public. 

Lay people seldom have the 
training needed to interpret psy- 
chiatric data. Attorneys and in- 
surance companies often delegate 
clerical personnel to make copies 
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and/or abstracts of the record. Both 
professionals and nonprofessionals 
sometimes take isolated facts out 
of context, and use them as evi- 
dence to prove a point. 

We believe that the psychiatric 
chart should be protected by legis- 
lation. Until such legislation is en- 
acted, our Medical Records Com- 
mittee, in order to protect the pa- 
tient, directs the medical record 
librarian to observe the following 
procedures when she receives re- 
quests to examine charts: 

1) Authorized staff and students 
concerned with the care of 
the patient are permitted to 
examine the record under 
stated controlled situations. 


DRESSES): 


CLASSIC, NORMAL-LIFE STYLES, SPECIFICALLY 


DESIGNED FOR INSTITUTIONAL REQUIREMENTS 


Tested, tested, tested, tested! Tested to the point of perfec: — 
tion, That's the background of our new “450 Range” Lady Karoll 
4% ounce twill dresses. From fabric to pattern, from design to | 
‘construction, months of painstaking experiments have made these 
dresses the finest of their kind. They have not only been approved by 
executives of leading institutions, whose advice was essential, but | 
tested by patients themselves! : 


Testing typifies the Karoll policy of offering « product only | 


after it has proven successful. In Lady Karoll dresses we've even 


"included a washable, sanforized label for the patient's name and loca- 


tion — with ample room for any changes. Lady Karoll dresses are 
ized. forized. d washable and color fast — even 


the belts! ‘Buttons, too, ‘one wear resistant but will be replaced if © 
necessary. All seams super lock stitched with no raw edges; hems © 


ingle lock stitched. Lady Karoll dresses are the finest garments of 
their kind ever created — and available for immediate delivery! 
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2) Persons who have an authori- 
zation from the patient and 
come to the record depart- 
ment to read the chart are in- 
terviewed personally and are 
furnished with adequate data 
and an interpretation there- 
of by the chief of the service 
or his representative. 


stats of records are referred 
to the chief of clinic, who will 
abstract content pertinent to 
the request. In this way we 
avoid duplication of a com- 
plete record which would 
then be outside the control of 
the Medical Records Depart- 
ment. 


Dorotny S. R.R.L. 


3) Legal or professionally au- 
Medical Record Librarian 


thorized requests for photo- 


in report after report... 


“ .CHLORESIUM Ointment tended to produce a clean granu- 
lating wound.”* 

“ ..prompt, clean healing with firm granulation.” 

“ effective...in facilitating growth of granulation tissue and 
epithelization.”* 

“..an active agent in restoring affected tissues to a state 
conducive to normal repair..." 

“promotes granulation more rapidly and of better quality....”° 


consistently 
effective in 
pressure sores 


CHLORESIUM......... 


Reliably effective, totally free of undesirable side effects, CHLORESIUM Ointment is 
broadly accepted as a healing agent of choice in decubitus ulcers and other resistant 
lesions. Its active ingredient, water-soluble chlorophyllin, speeds tissue repair, soothes 
local irritation and eliminates chronic wound odor as well. 


CHLORESIUM Ointment—0.5% water-soluble chlorophyll derivatives in a hydrophilic base. In 1-0z. and 4-02. 
tubes and special hospital size. 


CHLORESIUM Solution —0.2% water-soluble chlorophyll derivatives in isotonic saline solution. In 2-0z. and 8-0z. 
bottles and special hospital size. 


References (1) Moss, N. H.; Morrow, B. A.; Long, R. C., and Ravdin, 1. S.: J.A.M.A. 140:1336, 1949. (2) Niemiro, 
B. J.: Journal-Lancet 71:364, 1951. (3) Combes, F. C.; Zuckerman, R., and Kern, A. B.: New York J. Med. 52:1025, 
1952. (4) Lowry, K. F.: Postgrad. Med. 11:523, 1952. (5) Diamond, 0. K.: New York J..Med. 59:1792, 1959. 


Samples and literature available on request 


Mount Vernon, New York ie 


RELUCTANT WASHBASIN 


Recently, through our Volunteer 
Department, Mrs. Lila P. Worth 
from the Louisville Photographic 
Society visited Central State Hos- 
pital, Lakeland, Kentucky, and 
took many pictures for us. In flip- 
ping through these, my eyes were 
arrested by the rather formidable 
looking creature in the enclosed 
photograph. 


It is located on our ladies’ ad- 
mission ward.where one would nor- 
mally expect to find a wash basin. 
If you are a real strong lady and 
able to jab its eyes hard enough, 
water comes out through the nose. 
Of course, you can’t wash yourself 
during this procedure because one 
hand, or generally both, has to be 
jammed into the eye to get the 
water to flow. This usually means 
that you work on the cold for a 
while and then on the hot. All the 
time you are filling the thing, it’s 
slowly draining through that tiny 
hole in the bottom, so usually all 
you have to show for your exhaust- 
ing work are a few rings of sediment 
which are difficult to rinse away 
because the little hole doesn’t 
carry off water fast enough for ef- 
fective rinsing—acting for all the 
world like a somewhat balky house- 
hold drain. 

I would really like to know 
what right we have to inflict such 
strange instruments as these on 
people who are already sick and 
away from their loved ones and 
those things which they hold dear 
and familiar. I am told that these 
devices do not require much main- 
tenance, but I wonder where our 
first duty lies—whether we should 
be striving for a maintenance-free 
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How the 
Airkem 


Program 
seis to the 


heart of the 
problem of 


Environmental 


Health 
in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
—reduces cross-infection. It kills insects 
—every kind. And it counteracts odors, 
even the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
the work-load of your maintenance staff, 
since Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
basic hospital sanitation maintenance. 
Procedures are simple—all you do is insist 
that the indicated Airkem products are 
used in their proper places in the hospital. 

Airkem matches a treatment to each air 
space, each odor problem, each sanitation 
maintenance task — walls and floors, rest 
rooms, laboratories, kitchens — wards, op- 
erating rooms, corridors, elevators — and 
produces a clean, odorless, agreeable and 
healthful environment for patients, visitors 
and staff. Inquire! 


See opposite column for 
one specific Airkem benefit 


AIRKEM 

For a Healthier 
Environment through 
Modern Chemistry 


plumbing system or providing our 
patients with familiar surroundings 
that will work to increase their 
comfort, rather than act as a con- 
tinual frustration? 

You might be interested to 
know that we recently took a census 
of these fellows at the hospital and 
discovered we have 88 of them. We 
are replacing them as quickly as 
possible with regular washbasins. 
When dispossessed, 87 will go on 
our junk pile, unless we can sell 
them to busy plumbers who never 
have time to fix their own leaky 
faucets. One, however, I suppose 
we should wrap in our museum 
strait jacket and store somewhere 
for the sake of auld lang syne. 


WALTER Fox, M.D. 
Superintendent 


CURRENT 
STUDIES 


This column lists investigations of 
interest to mental hospital’ person- 
nel. Authors have agreed to make 
copies of their papers available: 
Requests should be sent to them 
directly, with 25¢ for postage and 
handling. 


AFTERCARE FOR DISCHARGED 
MENTAL PATIENTS 


A document of unusual interest is 
a report on a five-state study of in- 
tensive aftercare of discharged men- 
tal patients, to determine whether 
such programs are medically and 
economically sound. Spencer M. 
Free, Ph.D., Science Information 
Department, and David F. Dodd, 
M.B.A., Mental Health Education 
Unit, Smith, Kline & French Lab- 
oratories, were the compilers. 

The study involved more than 
600 patients from Colorado, Ken- 
tucky, Michigan, Pennsylvania, and 
Virginia, and the results were dis- 
cussed at a conference in Phila- 
delphia in May 1960. 

The study is available without 
charge from SKF Laboratories, 
1500 Spring Garden St., Philadel- 
phia 1, Pa. 
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The 
Problem 
of the 


Incontinent 


Patient 
Ina 
crowded 
ward 


Nothing in daily ward care can cause 
more discomfort and disturbance for more 
people. And needlessly! One Airkem prod- 
uct — Airkem Red Label — will solve this 
difficult and insistent problem whenever 
it appears. 

Offensive urine and fecal odors are dis- 
pelled when they encounter Airkem Red 
Label in the air. Théy are counteracted 
scientifically. No unpleasant perfume or 
chemical smell is added. Only an agree- 
able air-freshened effect is created. 

Results are little short of miraculous, 
particularly in a crowded ward. Other ward 
patients, floor nurses, orderlies, visitors, 
the unfortunate patient himself — all feel 
a personal sense of relief and gratitude. The 
indirect therapeutic benefits are obvious. 

Airkem Red Label, together with its 
proper dispensing equipment, has earned 
its place in every hospital where used. If 
not in yours, call your nearby Airkem 
man immediately! 


John Hulse, Airkem, inc., Dept. MH-9 


mau) 241 E. 44th St., New York 17, N. Y. 


Send further information on control of 
odors due to incontinence. 


Title Hospital | 
| 
4 


Add 


er 
th 
OS- 
nd 
ip- 
re 
le 
i 
or- 
in. 
ind 
gh, 
se. 
self 
one 
be 
the 
ans 
ra 
it’s 
‘iny 
all 
ust- | 
ent 
way | 
sn’t 
| | 
the | 
use- 
10W 
uch 
on 
and 
and j 
lear 
hese 
ain- | 
our 
| 
free 
airkem i 


DILANTIN. 


SODIUM KAPSEALS ® 


HELPS KEEP Outstandingly effective in grand mal and psychomotor sei- 
zures, DILANTIN Sodium helps to reduce both incidence and 

HIS SEIZURES severity of attacks... contributes to a more productive and 
satisfying life for the epileptic patient. DILANTIN Sodium 

IN CHECK (diphenylhydantoin sodium, Parke-Davis) is available in sev- 

eral forms, including Kapseals, 0.03 Gm. and 0.1 Gm., bottles of 100 and 1,000. 


other members of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: pHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: micontin® Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles. cELoNTIN® Kapseals (methsuximide, 
Parke-Davis) 0.3 Gm., bottles of 100. zarontin® Capsules (ethosuximide, Parke-Davis) 0.25 Gm., bottles of 100. 


5956! 


See medical brochure for details of administration, precautions, and dosage. PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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President Outlines Purposes 


of New World Organization 


The General Assembly of the 
World Psychiatric Association will 
hold a special meeting in its head- 
quarters city, Geneva, Switzerland, 
in July 1962, announces Dr. D. 
Ewen Cameron, first president of 
the newly created international as- 
sociation. —The General Assembly, 
which is composed of representa- 
tives from all member psychiatric 
organizations, will consider the as- 
sociation’s constitution and devel- 
opment. 


“The general purpose of the 
Association is to give expression at 
the world level to the extraordi- 
narily rapid growth of psychiatry,” 
says Dr. Cameron. “Every country 
represented at the Third World 
Congress of Psychiatry (during 
which the new organization was 
established in June 1961) brought 
reports of exceptional expansion of 
psychiatric facilities—the building 
of clinics and hospitals, the setting 
up of research, the training of per- 
sonnel, the organization of pro- 
grams for public education and the 
prevention of mental illness. This 
was true alike of countries in which 
psychiatric facilities had been long 
established and in countries which 
have gained their independence 
only within the last decade and are 
now starting to organize health 
facilities on a national basis. 

“The World Psychiatric Asso- 
ciation will represent psychiatry to 
other international organizations 
such as the World Health Organ- 
ization; the United Nations Edu- 
cational, Scientific, and Cultural 
Organization; and the general and 
special world medical associations. 

“The Association will open up 
avenues for communication and 
consultation between psychiatric or- 
ganizations and individuals in the 


various countries, and will serve to 
define and strengthen standards for 
training and research.” 

Other officers of the World 
Psychiatric Association are Dr. 
Francis J. Braceland, vice-president; 
Dr. Henri Ey, general secretary; 


Dr. William Sargant and Dr. J. 
Lopez-Ibor, assistant secretaries; 
and Dr. P. Sivadon, treasurer. In 
addition, three North American 
psychiatrists were elected by the 
General Assembly to the Permanent 
Council: Drs. Winfred Overholser, 


Mental Hosfrtals Reprint Service 


Readers frequently request reprints of articles in Mental Hospitals for dis- 
tribution to others for various educational and informational purposes. The 
price list and order form below have been devised to simplify the procedure 
for obtaining reprints. Since it is not economical to reprint less than 100 
copies, the minimum price is based on that number. Reprints are exactly 
the same size as the originals in the magazine and take the same number of 
pages. Prices quoted include handling and shipping costs. Please enclose a 
check. or money order for the exact amount with your order. Delivery will 
take approximately three weeks. 


PRICE LIST 
Text without pictures 
each add. 


Text with pictures on every page 
each add. 


No. of 


Pages 100 reprints 


1 $ 6.25 
11.80 
19.95 
25.25 
$2.10 
37.40 
44.20 
49.50 


100 reprints 


$11.80 
22.80 
36.50 
47.25 
59.60 
68.40 
82.70 
93.50 


For articles which have pages with pictures and pages without pictures com- 
bine above prices. For example: 


300 reprints of a 3-page article with pictures on only 1 page will cost $30.40, 
i.e.: 


2 pages without pictures Ist 100 $11.80 2 Add’l 100s $4.00 
1 page with pictures Ist 100 $11.80 2 Add’l 100s $2.80 Total cost 


Ist 100 $23.60 2 Add’l 100s $6.80 $30.40 
ORDER FORM 


APA Mental Hospital Services 
1700 18th St., N.W. 
Washington 9, D. C. 


Please send me 


3 pages 


copies of article entitled 


, in the 


issue of Mental Hospitals, for which I enclose a check or 


money order for $ 


NAME: 


ADDRESS: 


News and Notes \ | 
$ 1.40 $ 1.40 
2.00 2.00 
5.25 5.25 
5.65 5.65 
7.60 7.60 
8.00 8.00 
9.90 9.90 
10.25 10.25 
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QUARTERLY CALENDAR 


APA ANNUAL MEETINGS 


1962 May 7-11, Royal Oak Hotel, Toronto, Canada (118th) 
1963 May 6-10, Chase-Park Plaza Hotel, St. Louis, Mo. (119th) 


APA MENTAL HOSPITAL INSTITUTES 


1961 Oct. 16-19, Sheraton-Fontenelle Hotel, Omaha, Neb. (13th) 
1962 Sept. 24-27, Americana Hotel, Miami Beach, Fla. (14th) 
1963 Sept. 23-26, Sheraton-Gibson Hotel, Cincinnati, Ohio (15th) 
1964 Sept. 28-Oct. 1, Hotel to be announced, Boston, Mass. (16th) 


OTHER APA MEETINGS 


Committee Meetings, November 3-4, Marriot Motor Hotel, Washington, D. C. 
Council Meeting, November 24-25, APA Central Office, Washington, D. C. 
Divisional Meeting, September 21-23, Hotel Utah, Salt Lake City 

Divisional Meeting, November 10-12, Hotel New Yorker, New York, N. Y. 
Divisional Meeting, November 16-18, Schroeder Hotel, Milwaukee, Wis. 


CANADIAN MENTAL HEALTH SERVICES INSTITUTE 


1962 January 15-18, Chateau Laurier Hotel, Ottawa, Ontario (2nd) (Inq. 
Dr. V. E. Chase, Canadian Psychiatric Assn., Suite 103, 225 Lisgar St., 
Ottawa 4, Ontario) 


OTHER PROFESSIONAL MEETINGS 


AMERICAN HospitTav AssociATIon,, Annual Meeting, September 25-28, Atlantic 
City, N. J. 

Cananean FOR RETARDED CHILDREN, Annual Meeting, September 
26-28, Hotel Vancouver, Vancouver , B. C. 

NATIONAL REHABILITATION ASSOCIATION, National Conference, October 24, 
Whitcomb Motor Hotel, San Francisco, Cal. 

AMERICAN BoarD OF PsycHIAtRyY & NEuROLOGy, Examinations for certification 
in P&N, October 9-11, Chicago, Ill. (Ing. Dr. D. A. Boyd., Exec. Sec., 
102-110 2nd Ave, S. W., Rochester, Minn.) 

INTERNATIONAL SYMPOSIUM ON NEUROLOGICAL INVESTIGATIONS, October 9-10, 
Mexico City (Inq. Dr. Manuel Velasco-Suarez, Tonala no. 15, Mexico 
7, D. F., Mex.) 

NATIONAL ASSOCIATION FOR RETARDED CHILDREN, Annual Convention, October 
9-15, Sheraton-Palace Hotel, Chicago, IIl. 

ACADEMY OF PsyCHOSOMATIC MEDICINE, Annual Meeting, October 12-14, 
Emerson Hotel, Baltimore, Md. (Ing. Dr. G. Sutherland, Chm., 3700 
N. Charles St., Baltimore, Md.) 

NATIONAL ASSOCIATION OF STATE MENTAL HEALTH PROGRAM Drrecrtors, Fall 
Meeting, October 16, Omaha, Neb. (Ing. Dr. H. McPheeters, 620 S. 3rd 
St., Louisville, Ky.) 

AMERICAN SOCIETY OF MENTAL HospITAL Business ADMINISTRATORS, Annual 
Meeting, October 16, Omaha, Neb. (Ing. Dr. H. McPheeters, 620 S. 3rd 
15-16, Hotel Fontenelle, Omaha, Neb. 

ASSOCIATION FOR THE ADVANCEMENT OF PsYCHOTHERAPY, 2nd Emil A. Gutheil 
Memorial Conference, October 29, Barbizon Plaza Hotel, New York, 
N. Y. 

AMERICAN OCCUPATIONAL THERAPY AssOcIATION, Annual Meeting, November 
5-11, Sheraton-Cadillac Hotel, Detroit, Mich. 

Group FOR THE ADVANCEMENT OF PsyCHIATRY, Fall Meeting, November 9-12, 
Hotel Berkeley Carteret, Asbury Park, N. J. 

GERONTOLOGICAL Society, Annual Meeting, November 9-11, Penn Sheraton 
Hotel, Pittsburgh, Pa. 

AMERICAN PusLic HEALTH Association, Annual Meeting, November 13-17, 
Cobo Hall, Detroit, Mich. 

NATIONAL ASSOCIATION FOR MENTAL HEALTH, Annual Meeting, November 
16418, Miami, Fla. 


Daniel Blain, and Robert H. Felix. 
The Permanent Council consists of 
25 members; the officers of the As- 
sociations are ex-officio members. 
The North American psychiatrists 
were appointed as individuals and 
do not represent the APA. 


Institute Program Completed 


The program for the 13th Mental 
Hospital Institute to be held Octo. 
ber 16 through 19 at the Sheraton- 
Fontenelle Hotel, Omaha, Nebras- 
ka, is nearing completion. 

Mr. Andrew Brown, director 
of Community Services for the 
United Auto Workers of Detroit, 
has accepted the invitation of the 
Program Committee to be the labor 
representative on the Thursday 
afternoon plenary panel discussion 
on “Federal-State Relations—For- 
mulae for Sharing Costs.” The 
panel, to be moderated by Dr. 
Mathew Ross, also includes Dr. 
Daniel Blain, Dr. Irving J. Cohen, 
Mr. Sidney Spector, Dr. Paul Hoch, 
and Ralph Robey, Ph.D., economic 
advisor to the National Association 
of Manufacturers. 

The Academic Lecture will be 
delivered by Dr. R. A. Cleghorn, 
associate professor of psychiatry at 
McGill University. The title of Dr. 
Cleghorn’s paper will be “The Ex- 
panding Vista in Psychiatric Re 
search and Thought.” 


California Modernizes Hospital 
Records 
The California State Purchasing 
Division recently placed an order 
with Addressing Machine Co. of 
San Francisco to manufacture 593 
address-plate-imprinting machines, 
modified specifically for state hos- 
pital use. 

According to Daniel Blain, 
M.D., director of the Department 
of Mental Hygiene, the machines 
will be used in state hospital wards 
to print patients’ names, case num- 
bers, birth dates, and related data 
on record forms as required. The 
plan is similar to that used on cred- 
it cards in service stations and 
stores. 

R. Bruce Jordan, management 
analyst for the department, ex- 
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PEOPLE and 
PLACES 


OHIO: Joseph A. Mendelson, M.D., 
superintendent, Dayton State and 
Receiving Hospital, Dayton, has 
retired and has been succeeded 
by M. T. Faruki, M.D., formerly 
the assistant superintendent. 
Sagamore Hills Children’s Psy- 
chiatric Hospital near Cleveland 
opened in June. Gordon R. Loo- 
mis, M.D., is superintendent of the 
new 92-bed facility. 
OKLAHOMA: Mrs. Anna Scruggs, 
superintendent of Enid State 
School retired on August 15. Al- 
bert Shafter, Ph.D., succeeds her. 
Robert E. Ashley, M.D., re- 
signed as superintendent of Cen- 
tral State Griffin Memorial Hos- 
pital. Glyne Williams, State Com- 
missioner of Mental Health, is act- 
ing superintendent. 
SOUTH CAROLINA: M. G. 
Morehouse, M.D., has been ap- 
pointed director of the York- 
Chester-Lancaster County Mental 
Health Center at Rock Hill. Dr. 
Morehouse was formerly a staff psy- 
chiatrist at the South Carolina 
State Hospital in Columbia. 
Russell Ramsey Mellette, M.D., 
has been appointed as director of 
the Charleston County Mental 
Health Clinic. Dr. Mellette suc- 
ceeds W. C. Miller, M. D., who has 
resigned to accept a position on the 
staff of the South Carolina Med- 
ical College. 
HERE & THERE: Peter A. Peffer, 
M.D., superintendent and medical 
director, Glenwood State School, 
Glenwood, Iowa, has announced 
his resignation effective September 
5. Dr. Peffer will become superin- 
tendent of Paul A. Dever School 
at Taunton, Mass. Richard C. 
Cooke, M.D., superintendent of 
Dever School since 1951, will re- 
tire. 
Thomas L. Nelson, M.D., 


superintendent and medical di- 
rector of Sonoma State Hospital, 
Elridge, Cal., will resign in Novem- 
ber. He has accepted an associate 
professorship in pediatrics at the 
University of Kentucky. 

Fred M. Kramer, M.D., has 
been named psychiatrist in charge 
of the newly opened outpatient 
psychiatric clinic at Meriden Hospi- 
tal in Meriden, Conn. Dr. Kramer 
has been in private practice in 
Meriden and on the staff of the 
Meriden Child Guidance Clinic 
since 1960. Mrs. Charlotte S. Con- 
nor has been appointed chief psy- 
chiatric social worker at the hospi- 
tal. Mrs. Connor was formerly ex- 
ecutive secretary of the Family 
Service Association in Meriden. 

Harrison M. Baker, M.D., di- 
rector of correctional psychiatry at 
the State Hospital, Concord, N. H., 
has resigned to enter private 
practice in Phoenix, Ariz. 

Douglas F. Powers, M.D., pro- 
fessor of child psychiatry at 
Vanderbilt University, Nashville, 


News & Notes 49 
Tenn., has been appointed director 
of the Virginia Treatment Center 
for Children, which will open early 
this fall in Richmond. 

Donald B. Crider. M.D., has 
resigned as director of the Valley 
Mental Health Center, Staunton, 
Va., to accept an appointment as 
director, Blair County Mental 
Health Center in Altoona, Pa. 

Theodore C. Dilworth, special 
education administrator, N. J. State 
Department of Education, has been 
named chief of educational serv- 
ices at The Training School, Vine- 
land, N. J. 

A 36-bed psychiatric unit was 
opened recently at Sinai Hospital 
in Detroit, Mich. Norman Rosen- 
zweig, M.D., is director of the unit. 
Prior to assuming his position at 
Sinai Hospital, Dr. Rosenzweig was 
assistant professor of psychiatry at 
the University of Michigan. 
DEATH: Samuel Cohen, M.D., 
former medical director of the 
Philadelphia Psychiatric Hospital, 
Pa., died July 1. 


INDEX TO ADVERTISING SEPTEMBER 1961 
To obtain further information on products advertised in this issue, 
please check the appropriate items below, clip this coupon, and 
mail to APA Mental Hospital Services, 1700 18th St., N.W., Wash. 
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controls agitation 


SPARINE helps control agitation and excitation, 
whether manifested in an acute episode of 
psychotic illness, in narcotics-withdrawal or 
alcohol-induced syndromes, or even after 
electroconvulsive therapy. 


INJECTION TABLETS SYRUP 


sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
Wyeth Laboratories Philadelphia 1, 


- 


